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ABSTRACT
Obesity: A Family Systems Perspective
(February 1982)
Jill El ka Harkaway, B.S., Boston University
M.Ed., University of Massachusetts,
Ed.D., University of Massachusetts
Directed by: Professor Evan Imber Coppersmith
This study investigated the structure of the family system of
obese girls between the ages of 11 and 14 who sought treatment at
Children's Hospital Weight Control Clinic, Boston. Five families were
interviewed, once before and twice during treatment at the Clinic.
All interviews were videotaped and analyzed by the researcher and two
raters according to the family structural assessment format developed
by Minuchin.
The analyses revealed several trends in family structure. In
each family there was unresolved marital conflict with the obese
daughter in a conflict-diffusing role. One parent was obese and his/
her obesity was an issue in the marriage. Interpersonal boundaries
were diffuse, with a lack of perceived differences between obese
parent and child. There were rigid boundaries between family and
outside world. Subsystem boundaries were diffuse, with the obese
child inappropriately involved in the marital relationship, in a cross-
generational alliance with the obese parent or tri angulation. There
was no joint effective parental subsystem. There was low tolerance
for conflict with a variety of conflict-avoiding and diffusing be-
haviors. Developmental stress, from the daughter's adolescence and/
or formation of a reconstituted family, was problematic. In four
families diet prescription was followed by increased conflict and
subsequent diet failure. One family responded to the diet with weight
loss and change in family structure.
The introduction of family systems theory as a new perspective
on obesity provided understanding of its role as an integral part of
family structure. In all families obesity served a protective func-
tion in maintaining the stability of the family system, and was in turn
maintained by family transactional patterns.
This study identified specific interactional patterns common
to all five families. The findings were consistent with Minuchin's
(1978) profile of psychosomatic families. Obesity also served a
specific function as a metaphor for marital problems. Recidivism
and the development of chronicity were discussed. Suggestions for
family treatment and future research were provided.
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CHAPTER I
THE PROBLEM
Statement of the Problem
The purpose of this study was to investigate the family struc-
ture and transactional patterns of families in which therewasan obese
daughter between the ages of 11 and 14. It was an exploratory and de-
scriptive investigation, employing the case study method. It was pro-
posed that an in-depth study of a small sample of such families might
indicate certain specific and identifiable patterns of interaction.
Significance of the Problem and Rationale
Obesity is a major concern in this country today, as is evi-
denced by the wealth of diet books, articles, aids, gadgets, advertise-
ments, clubs, and programs. It is a costly problem: an extraordinary
sum of money, 10 billion dollars, is spent annually in the pursuit of
slimness (Chase, 1975; Orbach, 1978). The American Medical Association
in 1968 stated that reducing fads cost the American public $100 million
a year, while the Food and Drug Administration estimates the cost at
half a billion dollars annually for diet books, aids and gadgets
(Mayer, 1968). In 1977, a Senate Subcommittee heard testimony that
400,000 Americans participated in commercial weight loss group programs
weekly. TOPS, Diet Workshop, and Weight Watchers International, with
its weekly clubs, summer camps, magazines, packaged and frozen foods,
1
2and cookbooks; are multi-billion dollar industries. Other less repu-
table organizations and businesses are responsible for exploiting the
obese with "miracle" cures: drugs, belts, special foods, etc. In
fact, Jean Mayer (1968) quotes a U.S. Post Office release that declared
"medical frauds are today more lucrative than any other criminal ac-
tivity. . . . Reducing schemes are perhaps the most lucrative of such
schemes" (p. 4). Such schemes seem to always find willing victims, for
weight loss has become a preoccupation in our culture.
Despite this preoccupation, obesity is the most common nutri-
tional disorder in America today (Hafen, 1975). Estimates on the pre-
valence of obesity in the United States range from 20% (Swansen and
Dinello, 1970) to 25%-36% of the general adult population (Wilson,
1969) to 50% of all adult women (Orbach, 1978). Of the 55 hospitals in
Canada and the United States surveyed by Garrell (1965) 16 were found
to have special clinics for adolescents and 10 of these clinics re-
ported obesity as the most frequent diagnosis. Mayer (1968) found that
12%-16% of adolescents in middle-class suburbs of Boston were obese.
It is particularly important to pay attention to childhood and
adolescent obesity, as approximately 80% of obese children will become
obese adults (Knittle, 1972). Juvenile-onset obesity has been found to
be the most refractory to treatment (Bruch, 1957; Winick 1975), and
Stunkard and Burt (1967) estimate the odds at 28-1 against a person
still obese in late adolescence becoming a slim adult. Furthermore,
obesity is more severe for adults who were obese as children (Rimm and
Rimm, 1976).
It is a great handicap to be obese in America today. There are
3social consequences of obesity in our culture. One of the legacies of
our Puritan founders is the view that gluttony is one of the seven
deadly sins. Obesity is generally viewed as a self-induced condition,
the result of greed and lack of willpower and therefore socially de-
viant. Mayer (1968) has stated that "the fat human being ... is
taken to be both physically and morally absurd, and to constitute a
living testimony to the reality and vapidity of his sins" (p. 85). The
obese experience social ostracism and find themselves objects of scorn
and ridicule. Some members of Overeaters Anonymous have confided that
they choose to identify themselves as members of Alcoholics Anonymous
rather than OA because they claim to experience less humiliation and
more social acceptance as alcoholics. In studies measuring reactions
to physical disabilities, Richardson, Goodman, Hastorf and Dornbusch
(1961, 1963) found that the obese child was consistently rated the
least likeable of a group of handicapped children. Maddox, Bach and
Liederman (1968) found in a similar study that the obese were blamed
for their disability whereas the other disabled subjects were viewed
with sympathy. Goodman et al . (1963) found that the results were con-
sistent with earlier studies when he conducted a study with medical
professionals. Physicians are reluctant to work with obese patients
and think of them as incurable (Maddox, Anderson, Bogdonoff, 1966). In
a study of 100 physicians and students in a department of medicine,
Maddox and Liederman (1969) found consistently negative and pessimistic
attitudes toward the obese. Physicians consider the treatment of obes-
ity to be "one of the most difficult in clinical medicine" (Wilson,
1969, p. vii).
4Obesity is considered a form of social deviance (Maddox, et
al., 1968) and the obese are subject to all the scorn and social dis-
crimination experienced by deviants in our culture. They are "Victims
of prejudice" (Mayer, 1968, p. 118) who constitute a minority group
without a recognized group identity and without legal protection. Re-
cently, self organized groups of obese adults have begun to seek recog-
nition. "Big Beautiful Women" is an organization aimed at changing at-
titudes toward the obese, by publishing its own magazine, marketing
fashions, etc. The leader of this group, Carol Shaw, has appeared on
many television shows, speaking about her campaign to change public at-
titudes towards obesity.
Despite these welcome preliminary attempts, the stigma remains.
In a culture which traditionally has valued physical attractiveness in
women and has accorded status to women on the basis of appearance,
obesity is an extreme social disadvantage. In a study on dating be-
havior of college students, physical attractiveness was found to be the
single most important factor (Walster, Aronson, Abrahams, Rolleman,
1966) and Bullen et al
.
(1963) found, not surprisingly, that obese
adolescent girls have significantly fewer dates. At a time when ado-
lescents are most vulnerable in terms of peer relationships and social
acceptance, the response and attitude towards the obese can be extreme-
ly painful and damaging. Such a situation can make obesity in adoles-
cence a serious and difficult hindrance in terms of normal development
(Mayer, 1968).
Discrimination against the obese not only occurs in terms of
attitude and social ostracism: the obese experience institutional
5discrimination. Some of the discrimination appears to be inadvertant;
car manufacturers, airline companies, theater designers and owners may
not be aware that they deny equal access to the obese. Most non-obese
individuals are ignorant of the physical barriers which prevent the
obese from participating in normal life.
Much of the discrimination, however, is intentional. Research
has shown that employers discriminate against the obese (Lauderback,
1970). College admissions officers also discriminate against obese ap-
plicants. Canning and Mayer (1966) found that obese girls were ac-
cepted to college one-third as often as equally qualified non-obese
girls. Military and police regulations allow for, and even mandate,
discharge solely on the basis of overweight. A number of cases actual-
ly received coverage in the press; a Cincinnatti policeman was fired
for gaining 13 pounds ( N.Y. Herald Tribune , 1/12/60); an airman was
given the choice of weight loss or discharge without pension rights
( Boston Globe , 2/9/63); a Civil Service candidate was fired for being
overweight ( L.A. Times , 11/11/74); a woman was ordered to reduce by a
judge (Mayer, 1968).
A study done on attitudes and behaviors of landlords showed
that landlords would not rent to the obese (Karris, 1977). A couple
in Wisconsin were denied eligibility to adopt a child on the basis of
their weight. Only after they publicly protested did the State Senate
hold a hearing and order the Department of Health and Social Services
to rescind the rule ( Good Housekeeping , September 1979). Unlike other
minorities, the obese have no formal legal protection against dis-
crimination. Only when individuals have taken their cases to the
6courts has attention been drawn to this injustice.
The most frequently stated concerns about obesity are those in-
volving health hazards. Insurance tables compiled by actuaries predict
earlier deaths for the obese, and in fact, mortality rates have been
found to increase in relation to severity of obesity. Significant
weight loss leads to a comparable lowering of the mortality rate
(Stunkard, 1975).
Bray (1976) claims that obesity beceomes a medical risk for
anyone 30% or more overweight. Obesity is the factor most clearly
linked to the onset of diabetes. Mortality from heart disease is 40%
higher among moderately obese and 65% higher among markedly obese
(Wilson, 1969). Obesity also raises the risk of osteoarthritis by
causing damage to weight-bearing joints, and respiratory function is
also impaired (Mayer, 1968). The obese face significantly greater risk
in surgery than do non-obese: anasthesia is ten times more likely to
cause complications; odds of infection increase; risk of phlebitis with
clots to the lung is greater; and the chances of wounds not holding to-
gether is ten to twenty times greater (Cahill, 1977). In obstetrics,
too, obesity poses serious risks. Toxemia and hypertension are more
frequent, and labor lasts longer. More caesareans are performed on
obese women than on normal weight women (Cahill, 1977). Diabetes,
diseases of the digestive system, cerebral hermorrhage and heart
disease, in order of frequency of occurrence, are all associated with
obesity in excess of 20% (Mayer, 1975). Jean Mayer (1968) has summed
up four different types of medical risks faced by the overweight:
71. changes in normal body function
2. risk of developing disease
3. detrimental effects in existing disease
4. adverse psychological reactions (p. 100)
One of the factors which seriously complicates the problem of
obesity, especially for professionals attempting to solve the problem,
is the extremely high rate of relapse. Figures as high as 95% have
been reported (Orbach, 1978). Some obese individuals are able to take
advantage of available weight-loss methods: they choose diets, lose
weight, and maintain the loss. These individuals generally do not need
to seek medical attention and their numbers and identities remain un-
known. Unfortunately, the majority of those who are overweight are un-
able to lose the weight initially, or to maintain the loss once
achieved. Many spend a great deal of time, effort, and money to lose
the weight, only to start gaining it back again once the goal was
reached. This leads to the phenomenon known as the "yo-yo" syndrome:
weight loss followed by full regain of weight, and the endless loss/
gain cycle. Stunkard (1975) has stated that "obesity is a chronic con-
dition, resi stent to treatment and prone to relapse" and in evaluating
traditional methods of treatment (1975) stated "most obese people do
not enter treatment for obesity. ... Of those who do enter treatment
most will not remain. ... Of those who remain, most will not lose
much weight. ... Of those who lose weight, most will regain it"
(p. 196).
There is a tendency, particularly among professionals engaged
in treating obesity, to blame the obese for their failures. They
are
accused of lacking self-control or not being sufficiently
motivated or
8being resistant. In reality, the problem is much more complex and the
fault lies in part with the lack of effective and comprehensive treat-
ment.
No one method of treatment, medical or psychological, has yet
been developed which has proven successful in the treatment of chronic
obesity. (The one exception to this, the jejuno-ileal by-pass opera-
tion, has proven effective in inducing and sustaining weight loss, but
is considered radical and dangerous. More recently gastric bypass has
been introduced and is being tested. It is a less radical and less
dangerous operation.) The tremendous amount of research and study un-
dertaken in search of effective treatment methods has yielded one mu-
tually agreed upon conclusion: obesity is a complex problem and the
result of a variety of factors.
As Oremland (1977) has stated, "Few conditions . . . exceed
obesity, for complexity. More obviously than any other psychiatric
problem, being overweight reflects the interface of heredity , physiolo-
gy, psychology, and cultural patterns" (p. 83).
The high recidivism rate and this lack of comprehensive effec-
tive treatment may be due in part to ignorance of significant factors
in obesity. Jeffrey, Wing, and Stunkard (1978) state that failures
encountered in behavioral treatment of obesity may result from ig-
norance "of critical variables such as environmental contingencies
maintaining obesity" (p. 196).
It is argued here that it is the family system which is the
major form of environmental influence which maintains obesity and which
has not been explored carefully. Research and theory have dealt
with
9the problem extensively from a physiological, behavioral, and psycho-
logical perspective, but not as a function of a family system. Most of
the work has looked at the individual as a bearer of a pathological
condition, or as a victim of relationships with pathogenic others, par-
ticularly mothers. A number of writers have acknowledged the signifi-
cance of family influence, but few have examined the problem as a func-
tion of the family system.
A number of studies have indicated a need for such research.
In an early study Bruch and Touraine (1940) pointed towards the fami-
lies of obese children as a significant factor in the problem. They
claimed that diagnosis should include an evaluation of the interaction
between the child and his family. In her later writings (1958, 1973),
Bruch further added her observations that favorable outcomes of treat-
ment were correlated to a positive family environment. Mayer (1968)
found that obese girls were more involved with their families than non-
obese. Bullen (1963) found that the obese teenage girls in his study
were dependent on their families and had difficulty in separating from
them. Carrerra (1973) stated that parents should be involved in thera-
py when their attitudes towards the child's obesity are hypercritical.
A number of studies and articles in the area of obesity have
further suggested the need for a systems approach by noting the res-
ponse of family members to attempted weight loss, and their influence
on the success or failure of the weight loss program.
Dietz (1980b) from his experience in a children's weight-
control clinic, concludes that "a child's obesity often reflects a
homeostatic pattern within families, and that attempts to induce weight
10
reduction without altering the family's pattern of interactions are
rarely successful" (p. 6). Marshall and Neill (1977) studied the ef-
fect of by-pass operations and resultant weight loss on the marriages
of twelve patients. They found that "the presence of marked obesity by
one partner appeared to serve as a stablizing function for the system"
(p. 279) and suggested that an understanding of interactional factors
would be useful in treating problems. Others (Oremland, 1977; Stuart
and Davis, 1972) have noted interactional responses to weight loss.
Unfortunately, however, much of the literature which deals with fami-
lies of obese individuals views this influence as noxious and criti-
cizes it as an attempt to sabotage weight-loss. It is the contention
of this writer that such attitudes and perceptions of family involve-
ment are from a linear perspective and do not consider the nature of
the family as an interacting system. The linear view is causal, seeing
the symptom as the result of the family's negative impact on its obese
member and lodged within that individual. It blames the family and
sees the obese member as a victim. A clinician working from this per-
spective might try to block the family from influencing the patient,
performing what Minuchin (1975) has referred to as a "parentectomy.
"
A systems model sees all family members, equally and simul-
taneously, influencing and being influenced by each other. It assumes
that these interactions are patterned, subject to governing rules of
the family. It views the symptom as a significant and on-going part of
the family interactions, not as a result of them.
The conception of a family as a system with governing rules and
an organized wholeness is a new paradigm (Minuchin, 1974; Watzlawik,
11
Bsavi n , dnd Jackson , 1967). This conceptual model views problems or
symptoms as occurring within the context of the family and as func-
tional in maintaining the family's prefered patterns of interaction.
It views human problems as the result of dysfunctional interaction
rather than intrapsychic phenomena (Haley, 1976; Minuchin, 1974;
Minuchin, Rosman, and Baker, 1978; Palozzoli, Cecchin, Prata, Boscolo,
1978). It is an assumption of this study that obesity can serve as a
stablizing force in maintaining family homeostasis and is in turn sup-
ported and maintained by family interaction.
There have been a few studies in the area of family systems and
obesity (Bowers, Faulkner, and Michel, 1979; Wiley, 1979; Dym, 1980)
which conform this as a worthwhile investigation. These studies will
be discussed at length in the review of the literature.
Researchers and theorists have begun to study the relationship
between other somatic symptoms and family systems from this perspec-
tive. Ulcerative colitis (Jackson and Yalom, 1966); Anorexia Nervosa
(Selvini-Palozolli
,
1978; Minuchin, Rosman and Baker, 1975, 1978), dia-
betes (Minuchin, Rosman and Baker, 1974, 1975); alcoholism (Berenson,
1976; Steinglass, 1980); asthma (Weblin, 1968; Liebman, Minuchin, et
al
.
,
1974) are all somatic symptoms which have been investigated from
a family systems perspective, John Weakland in his article "Family
Somatics—A Neglected Edge" (1977) states the need for more research on
such problems. Minuchin et al . (1975) point out that most research and
treatment has been limited to and handicapped by a focus on the in-
dividual .
Conceptualizing the family as a system, and the obesity as a
12
function of that system, introduces a new element to an old problem.
This study will attempt to add a new perspective to the understanding
of obesity.
Purpose of the Study
The purpose of this study was to investigate, by means of a
structural assessment, the profile of the family system of obese ado-
lescent girls. The structural assessment was based on three conjoint
family interviews: the first interview was conducted before a major
intervention (the prescription of a diet by a hospital clinic). The
other two interviews were conducted two weeks and one month after the
initial interview. An analysis of the families studied provided infor-
mation about specific and identifiable transactional patterns and
family structure. It suggested the function which the obesity served
within the families as well as the ways in which the symptom was main-
tained. The data available supported this area of investigation.
In addition to providing new understandings about obesity this
study provides implications for future research and suggestions for
family therapy. It further adds to the literature on psychosomatics
and family therapy.
13
DEFINITION OF TERMS
1. Alliance : Two or more members of a family who are united around
a common interest or task. The issue around which
they join may be a positive task (parental alliance to
rear children) or a negative one (mother-son alliance
to fight father's authority).
2. Boundaries : Rules in a family defining who participates and in
what manner. Functions to facilitate or impede flow
of information between individuals, subsystems, gener-
ations, and between the family and the outside world
(Minuchin, 1974).
3. Conjoint Family Interview : An interview conducted with all
available family members.
4. Detouring : A conflict-defusing interactional pattern whereby
parental conflicts are submerged as the parents send
conflict through a child, united either to attack or
to protect him (Minuchin, 1974).
5. Disengagement : An interactional style of family systems or sub-
systems characterized by rigid boundaries and dis-
tance. In disengaged families family support is ac-
tivated only after a great deal of stress or conflict
(Minuchin, 1974).
6. Enmeshment : An interactional style of family systems and subsys-
tems characterized by blurred boundaries, intensive-
ness, closeness, and lack of differentiation. The be-
havior of one member immediately affects others and
stress reverberates across all boundaries and subsys-
tems (Minuchin, 1974).
7. Family Rules : Typical and repetitive patterns of interaction among
family members which characterize the family system as
a whole, and more than a collection of individuals
(Jackson, 1959).
8. Homeostasis : A concept denoting that the continuous interplay of
dynamic forces within the family tends toward the
maintenance of an equilibrium among family members
(Jackson, 1957).
9. Joining: Activity of the therapist aimed at becoming a part of
the family system in a position of leadership. Adap-
tation of the therapist to the style, rules, and lan-
guage of the family with the aim of forming a thera-
peutic relationship (Minuchin, 1974).
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10. Overinvolvement: An intense relationship in which the responses
Of each person are exaggeratedly important, charac-
terized by a mixture of affection and exasperation
(Haley, 1976).
Payment-Child Coa lition
: (also, cross-generational coalition or
alliance.) A conflict-diffusing interactional pat-
tern whereby a stable alliance exists between one
child and one parent against the ^
12. Parental Child : Child who has parental power
within a family. This can be a functional structure,
particularly in large or single-parent families, but
may become dysfunctional if the delegation of author-
ity is not explicit, or if parents abdicate all
authority (Minuchin, 1974).
13. Rigid Triad : A boundary dysfunction in which a parental dyad uses
a child to diffuse a conflict. Types of rigid triads
include triangulation, detouring and stable cross-
generational coalitions (Minuchin, 1974).
14. Rigidity : Unusually strong resistance to change in transac-
tional patterns already established in family system
(Minuchin, 1974).
15. Structural Assessment : An analysis or diagnosis of a family's in-
teraction in its current context (see Appendix A)
(Minuchin, 1974).
16. Subsystem : Divisions in families determined by tasks, interests.
functions, or generations of the family or its mem-
bers. Generic subsystems within the family include
marital, parental and sibling subsystems.
17. Trianqulation : An interactional conflict-diffusing pattern where-
by a child is in a covert cross-generational alliance
with each parent that excludes the other, and in
which the alliances shift (Minuchin, 1974).
Obesity is loosely defined as a deviation from normal
body build marked by an excessive accumulation of
adipose tissue (Bruch, 1957; Mayer, 1968). Although
traditionally obesity has been diagnosed according
to weight for height measurements (Metropolitan Life
Insurance Co., 1959) this has not proven a reliable
method. Such measurements do not account for over-
weight due to muscle mass and are not specific in de-
fining varieties of body build (Mayer, 1968). There
are many definitions for obesity, but no clear and
15
adequate diagnostic criteria (Dietz, 1981). One of
the most reliable methods for determining obesity,
especially in children and adolescents, is the
measurement of triceps skinfold thickness. Although
triceps skinfold thickness measurements are more re-
liable than simple height weight comparisons, the
criteria for obesity remain arbitrary; there is no
consensus on the percentage of excess weight or adi-
posity that constitutes obesity (U.S. Public Health
Survey, 1969).
For the purpose of this study obesity was defined
as 20% above the recommended weight or triceps skin-
fold thickness measurements which exceed the norm,
as defined by Seltzer and Mayer (1965). See Appen-
dix B.
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Limitations of the Study
The intent of this study was to generate hypotheses. It did
not produce data which allow statistical interpretation.
The size of the sample was small.
The results of the study are not general izable to other popu-
lations.
The impact of research context and researcher influence must
be taken into consideration.
Delimitations of the Study
Only families who contacted the Weight Control Clinic for
treatment were included in the study.
Only families willing and able to participate were included
in the study.
Only two parent families were included in the study.
The structural assessment was the only method used in analyz-
ing the family system.
Only the nuclear family, parents and children, were included
in the interview.
CHAPTER II
REVIEW OF THE LITERATURE
Introduction
Obesity is a complex problem. Most writers and researchers in
the field agree that it is difficult to establish specific etiology
and prefer to view obesity as the result of a variety of factors.
Braunstein (1975) has said that "Obesity is a very complex disorder in
which multiple causative factors are potentially operative in any
given patient" (p. 276).
This review of the literature on obesity provides a background
in the wide range of theories and research about obesity. Special
attention will be paid to the ways in which the role of the family is
viewed in the literature.
The chapter will be divided into two sections. The first sec-
tion will include four subsections: a review of the literature on
medical, behavioral, psychological and family systems factors in
obesity. It will look at ways in which obesity traditionally has been
understood and treated in each of these areas.
This will be a representative review: the vast size of the
literature renders an inclusive review cumbersome and does not in-
crease its relevance.
The second section of the comprehensive study consists of two
subsections: Family Systems Theory, and The Use of Structural Family
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Therapy in the Study of Psychosomatic Illness in Children.
Medical Aspects of Obesity
Historically, the primary theoretical understanding of
obesity and method of intervention has been medical. Certainly it is
a condition that seriously affects physical health, and researchers
have attempted to show that it is a physiologically determined condi-
tion. Although there has been a great deal of controversy regarding
the etiology of obesity, and its refractory quality, there are many
physiological factors which have been found to be significantly re-
lated to it.
Before reviewing the vast body of literature on obesity, a
clarification about the production of adipose tissue, particularly in
women, will be offered.
With the amount of attention paid to the problem of patho-
logical accumulation of fat, it is easy to overlook the initial and
appropriate function it has. The ability to manufacture adipose
tissue from food is a very significant human adaptation to environ-
ment. It serves as insulation in a species that is relatively bald
(Beller, 1977; Keys, 1950); cushions the body against bruising and
internal damage (Rodin, 1978); and serves as a way of storing energy
for long periods of time, insuring survival during times of food
scarcity, or diminished intake (Beller, 1978). In women adipose tis-
sue may have a major role in the reproductive function. Research
suggests that adequate layers of subcutaneous fat are necessary for
normal menstrual cycles, conception, pregnancy, and delivery (Frisch
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and McArthur, 1974). Women who do not have sufficient fat will cease
to menstruate regularly and may have difficulty in conceiving, as
research with anorectics and female athletes has indicated (Seller,
1978), and obese girls have earlier menarche than non-obese girls
(Dietz, 1981a).
There is a difference, however, between normal adaptive manu-
facture and storage of fat, and the abnormal condition of obesity.
The human body maintains a careful homeostatic balance between intake
and need in most cases (Nisbett, 1968). The question is—what happens
to this very carefully designed process that results in obesity?
Although a significant amount of research has been done in the
area of congenital syndromes in connection with obesity, that litera-
ture will not be reviewed here. Rodin (1978) estimated the actual
incidence of pathological and medically determined obesities to be
only about 5% of the obese population. Dietz (1981b) has found that
congenital syndromes related to obesity are rare among obese children.
He reports in his review of the literature "that congenital disorders
contribute in any appreciable degree to the general prevalence of
obesity among the population of children and adolescents appears un-
likely" (p. 196).
It is generally accepted that excess fat (obesity) is the
result of a positive energy imbalance: food consumed that is not used
for energy is stored as fat. Positive energy imbalance is the result
of excess intake for expenditure (Stuart and Davis, 1972; Bray, 1976).
Attention has been focused on how this imbalance occurs.
Research dealing with increased intake is not conclusive.
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Dietz (1981b) in his review of the literature, concludes that there is
no clear proof that obese children eat more than non-obese.
Much research has been done on the role of the hypothalamus in
obesity. Schacter (1971), reviewing the data on research involving
obese rats and humans, postulated that both suffer from hypothalamic
dysfunction which leads to hyperphagia. Froelich identified the syn-
drome which has his name, in which a hypothalamic tumor can lead to
obesity in young boys. A number of researchers (Brobeck, 1946; Anand
and Brobeck, 1951; Mayer, 1955; Baile and Mayer, 1966, 1967) have
linked obesity with damage to the hypothalamus. Many writers and re-
searchers consider this theory outdated (Beller, 1977) and others
question the value of generalizing from rats to humans.
Dietz (1981b) argues that the incidence of hypothalamic tumor
causing obesity is rare. Furthermore, the fact that obesity is a
combination of syndromes suggests that even if the research and
theory cited above are valid they may only be useful in explaining
one of the many factors associated with obesity.
The most obvious form of decreased output is lack of physical
exercise. Johnson, Burke, and Mayer (1956) compared the eating and
activity levels of adolescent girls and found that the obese girls ate
less but spent 66% less time in physical activity. Using photographed
motion, Bullen et al. (1963) showed that adolescent obese girls were
less active than their thin counterparts. Dietz (1981b) suggests,
however, that this may not account fully for an energy imbalance since
the energy necessary to support the excess weight is greater. There-
fore, it is not clear from any of the studies whether the reduced
21
activity level is the cause of obesity or the result. Surely in-
creased bulk would slow down an individual and make physical activity
difficult and unpleasant.
Metabolic disorders have also been suggested as a source of
decreased output. The wishful thinking of many obese that their
problem was a "sluggish thyroid" has been recognized as a myth (Dietz,
1981b). Hyperthyroidism is rare as a cause of obesity. There is
some suggestion that basal metabolism rates may be individually deter-
mined, and that the obese may have lower rates and therefore use less
energy to sustain life (Seller, 1977). Dietz (1981d) suggests that
there is no sound evidence to support this, however. Sims's research
at a Vermont state prison (1973) indicated that overfeeding normal
subjects led to changes in metabolic and endocrine function. Rodin
(1978) comments "From this study and those that support it, we can
conclude that most overweight people initially had normal metabolism,
but overeating and gaining weight threw the systems out of kilter"
(p. 40). This is perhaps an overextension of the data, but evidence
does indicate that insulin is strongly affected by eating habits
(Bruch, 1958; Rodin, 1978). Again it is not clear which factors are
primary and which secondary. The evidence may indicate that obesity
and the eating disorders which maintain it are physiologically self-
perpetuating, yet the point at which the cycle begins remains unclear.
All the factors mentioned may be contributing factors to obesity or a
result of it. As long as the research is done with already obese in-
dividuals this will remain unclear.
A relatively new factor has been recognized through the
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research of Hirsch and Knittle (1970), who investigated the develop-
ment of adipocytes (fat cells). Adipose tissue has been known to be
variable in terms of size and number. Hirsch's research, however,
suggests that the number, of fat cells becomes fixed at an early
point in life. Hirsch (1973) contends that the crucial stages of
adipocyte development take place during the last trimester of
pregnancy, the first year of life and early adolescence. Knittle
(1972) considers the first two years of life to be the critical stage.
Some writers suggest that whenever the critical period is over the
number of fat cells is fixed and that no amount of dieting or starva-
tion can alter the number. The average non-obese adult has 25-30
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X 10 fat cells, an obese adult has 3-5 times as many cells (Hirsch
and Knittle, 1970). It has been suggested that the presence of in-
creased adipocytes predisposes the individual to persistent obesity,
but according to Dietz (1981d) there is no evidence that this is the
cause. The implications in terms of obesity are clear: an individual
can alter the size of adipocytes by dieting, but not the number, and
a person with more cells may have a more difficult time in decreasing
the amount of fat tissue. The number of fat cells has been attributed
to genetic determinants and early overfeeding (Rodin, 1978; Hirsch,
1969). Much of the literature suggests that overfeeding during the
critical periods is responsible for the manufacturing of excess fat
cells. If this is true, it is useful in working preventati vely with
infants, young children, and adolescents, and further supports inves-
tigation of the family as a factor in obesity. Furthermore, an
abundance of fat cells, whether from overfeeding, environmental
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factors or genetic factors, does not doom an individual to obesity.
In periods of food scarcity even the individual with excess cells will
not be fat. The predisposition to store fat still requires the
environmental availability of food and the willingness to overindulge.
As Canary (1975) has stated, "Even if a person has a genetically pre-
determined number of adipose cells, making it more or less difficult
for obesity to occur, it does not automatically follow that the
patient must fill them all up" (p. 29). Most writers in the field
support this statement.
Among the factors related to obesity which have been inves-
tigated, the most noteable is the extremely high rate of familial
prevalence of obesity. Ramsdell Gurney's study (1936) showed that the
chances for obesity in children rose in direct proportion to the in-
cidence of parental obesity. In families where both parents are slim,
the prevalence of obesity among the children is 9%; in families where
one parent is slim and one obese the prevalence is 41%; in families
where both parents are obese the prevalence of obesity among their
children will be a striking 75% (Rodin, 1978). The strong and obvious
evidence that obesity tends to run in families has led many re-
searchers to investigate the possibility that obesity is a genetically
determined condition.
When looking at familial patterns in this way, the major ques-
tion is always the differentiation between genetic and environmental
influences. One way to investigate the differences and possible con-
tribution of each is the living-laboratory approach with identical
twins. Although this still can not conclusively prove any differences.
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it is more reliable than other human subject studies. A number of
such studies have been conducted in the area of obesity but the re-
sults are mixed.
Horatio Newman (1937) conducted studies of identical and
fraternal twins. He found that the identical twins differed in body
weight on an average of 4.1 pounds and the fraternal twins differed
on the average of 10 pounds. Only one identical twin pair had as
much as a twelve pound difference; among the fraternal twins as many
as five pairs had that much difference. From these data he concluded
that weight is genetically determined.
Withers (1964) also looked at the relationship between body
weight of children and their parents in families where (a) all
children are natural children of the couple and (b) at least one of
the children was adopted. He found that the weight of the natural
children, but not that of the adopted children, correlated to that of
the parents. This also led him to the conclusion that heredity was
a major determinant in obesity.
One major criticism of these studies is that they measured for
weight and not for adipose tissue/subcutaneous fat mass. Percentage
of body fat and not weight are currently considered more accurately
reflective of overweight. The close correlation between identical
twins and natural children/parents may be due to inherited similari-
ties in height and body build, not fat.
Garn (1976) conducted his studies of natural and adoptive
child pairs by measuring triceps skinfold, a more accurate measure of
obesity. He found that the pairs had similar measurements.
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In an epidemiological study comparing natural and adoptive
parents and children on the basis of body fat percentage, Hartz,
Feifer and Rimm (1977) found that "Family environment which consists
of such things as parental example and child rearing techniques, has
an important effect on childhood obesity" (p. 193). They concluded
that the environmental effect was stronger in the development of
obesity than heredity.
It is generally acknowledged that there is a strong likelihood
of genetic predisposition to obesity but also that environment is
equally important.
Treatment . Medical science has attempted to treat obesity in a number
of different ways. The most common has been the medically supervised
caloric restriction diet. This treatment, which generally takes place
on an outpatient basis, is predicated on the idea that decreased in-
take is the easiest way to create a caloric deficit leading to weight
loss. Though it is the simplest and most common method and is
reasonably safe, it has an appallingly low success rate. The litera-
ture suggests a recidivism rate of 75-95% (Orbach, 1978).
The ketogenic diet has enjoyed a popularity over the last ten
years (Stillman, 1967; Piscatelli, Cerchio, and Kleit; 1969; Atkins,
1979) but has been subject to a great deal of criticism. Renal prob-
lems, risk of cardiovascular disease have all been suggested (Young
1973), as have birth defects from pregnant dieters (Mayer, 1975) and
unpleasant side effects such as nausea and fatigue. It is also
criticized for being ineffective (Van Itallie, 1977) and causing as
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much lean tissue loss as fat.
In-patient supervised fasting has been used as a treatment for
the grossly obese who are refractory to treatment. Both intermittent
fasting (Duncan, et al
.
,
1962) and long term fasting (Drenick, 1969)
are total fasts. Other forms of fasting are being developed such as
the more recent protein-sparing fasts. Fasting has also been subject
to great criticism. It is not considered effective in the long run
as "almost invariably regaining of weight after discharge" takes place
(Stunkard, 1959). The major problem involved in fasting is the
danger it poses. There have been fatalities and incidences of heart
failure (Drenick, 1973). The grossly obese patients who are appropri-
ate for this form of treatment are generally medical risks and there
are writers who believe that the fast is too much of a stress. As in
the ketogenic diets, much of the weight loss from fasting is also
water and lean tissue.
The major problems in any form of diet, alone or in combina-
tion with exercise are compliance and the high rate of recidivism.
Drug therapy, specifically the use of thyroid medication and
amphetamines, is another form of treatment for obesity. Thyroid
medication is a highly controversial treatment, especially since it
has become clear that hypothyroidism is not a cause of obesity.
Amphetamines, although still in use, are considered highly dangerous
by most of the medical community (Bray, 1977). Bruch calls them not
only "harmful" but "ineffective" as well. Such anorexigenic drugs are
only effective in the initial stages of a diet, for as tolerance is
developed, the appetite suppressing qualities diminish. Aside from
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the serious medical side effects of the drugs, there is the constant
possibility of serious addiction.
The other major form of medical treatment is surgical. Man-
dibular fixation (jav/ wiring) does produce weight loss but has
resulted in damage to teeth, jaws, and can cause death due to choking
(Bray, 1977). Furthermore, once the wiring is removed the person
returns to prior eating habits.
A radical surgical treatment for grossly obese individuals
has been developed: the jejunoileal bypass. The removal of part of
the intestine results in major weight loss which stabilizes somewhat
above the ideal weight (Bleicher, Cegielski, and Sporta, 1974). Be-
cause of the serious complications involved: severe diarrhea, post-
operative complications and infections, liver damage and failure,
gastric hypersecretion, electrolyte imbalance, urinary tract stones
(Hafen, 1975) and a significant number of fatalities, this surgical
procedure is suggested only for the grossly obese. In addition to
the medical complications there arr serious psychosocial consequences
as well (Solow, Silberfarb and Swift, 1974; Castel-Nuevo and Schiebel,
1976; Abram, Meixel, Webb and Scott, 1976; Marshall and Neill, 1977).
Medical treatment is often ineffective and occasionally even
dangerous. The treatments which are safest require active participa-
tion of the patient and ongoing self-control and continuous struggle.
For the extremely obese patient, treatment may extend over periods of
months and years, and the very slow progress may not be enough to sup-
port daily deprivation and struggle over such a long period of time.
Most physicians also lack the patience necessary to succeed with
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conservative weight-loss treatment. In fact, most physicians prefer
not to treat obese patients and are often hostile when they do. The
low success rate and frequency of relapse frustrate most physicians.
Summary . The following conclusions, relevant to this study, are
based on the medical literature reviewed.
Genetic predisposition and physiological factors may predis-
pose an individual to obesity, but the actual development and mainten-
ance of obesity is dependent and perhaps may even be due to environ-
mental factors (Penick and Stunkard, 1973; Dietz, 1981c).
Although there is undoubtedly a physiological component in
obesity, the medical profession has not found a treatment method
which is both safe and effective in a majority of cases.
Although physiological factors are significant, and in fact
obesity is a physiological condition, there is enough evidence to
suggest that obesity is not determined by these factors alone. The
literature does suggest that some individuals are predisposed to be
obese as a result of genetic factors or fat cell development. There
is also, however, a suggestion that environmental factors might de-
termine the development and maintenance of obesity.
The high rate of familial obesity is likely a result of both
heredity and environment.
The inability to follow a therapeutic diet successfully may be
due to the environment, specifically the family. More recent litera-
ture has begun to look at the problem of obesity as one that is the
result of interaction between the individual and his/her environment
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(Dietz, 1981c). A number of the twin studies suggest that the en-
vironment, in this case the families, of the obese play a much more
significant part in their obesity than do the genes. Researchers in
other fields of medicine are beginning to look at the influence of
the family in the course of illness. Peck (1974) has found that the
rehabilitation process is determined in large part by the familial
environment of the patient. Environmental conditions can be manipu-
lated, as Sims has shown (1973), to induce weight gain in normals.
Dietz (1981c) has stated that "attempts to induce weight reduction
without altering the family's pattern of interactions are rarely suc-
cessful" (p. 293).
Behavioral Aspects of Obesity
A number of researchers in the field relate obesity to dis-
turbance in eating habits. Much attention has been focused in the
last eighteen years on the concept of obesity as a behavioral dis-
order. The behaviorists have attempted to identify eating behaviors
which are specific to the obese and have introduced specific treatment
techniques which have afforded new promise of increased success.
These treatment methods, which have been called "a landmark in the
treatment of obesity" by Stunkard (1972, p. 210) are based on the con-
cept of obesity as a result of dysfunctional learned responses which
can be modified by relearning.
Again, because of the vastness of the literature on the be-
havioral aspects of obesity, this review will be limited to a repre-
sentative sampling.
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Behavioral characteristics of the obese . The earliest studies on
specific behavioral characteristics of the obese came from Stunkard
(1959) and involved the "denial of hunger." Stunkard, and Stunkard
and Koch (1964) compared obese and normal subjects in terms of their
ability to recognize and respond to feelings of hunger. Gastric
balloons were inserted into the subjects' stomach and were used to
record stomach contractions. Subjects were asked every 15 minutes
whether or not they were experiencing hunger. Normal subjects showed
consistent correlation between gastric contractions and reports of
hunger; the obese subjects demonstrated little correlation between
contractions as reports of hunger. Both groups reported no hunger
during absence of contractions. Stunkard and Koch concluded from this
that the obese are not responsive to internal physiological cues of
hunger. Although others (Schacter, 1971) have suggested that this
difficulty is due to hypothalamic function, Stunkard (1959) suggests
that "denial of hunger is related to the social pressures upon obese
persons" (p. 287). He suggests that the denial of hunger may result
from both intense social pressures on the obese and the constant
struggle and conflict the obese feel around eating and food, and cites
work with anorectics as supportive evidence. Furthermore, this same
study conducted with male subjects did not produce the same results.
This could be explained in terms of the greater social pressure re-
garding weight that women experience in this culture.
Other researchers consider the problem one of satiety as well
as hunger. Schacter, Goldman, and Gordon (1968) investigated the
ability of the obese to recognize and respond to feelings to satiety
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and hunger. They compared normal and obese subjects in a study pre-
sented to the subjects as a cracker taste test. One group began the
study with empty stomachs, the other preloaded with sandwiches. Both
then began the "taste test" in which they were encouraged to eat as
much as they needed to complete the task. Although the non-obese ate
much less when they had preloaded, the obese ate slightly more.
These results have been supported by other studies (Nisbett,
1968), but Pliner (1973) found that when the preloading consisted of
liquids, the difference between normal and obese subjects was sig-
nificantly less.
The research would seem to indicate that the obese do not eat
primarily because of hunger. It is difficult to determine, however,
what is cause and what effect. The denial of hunger and the inability
to discriminate may be the result of binge cycles and dysfunctional
patterns which confuse natural tendencies and may destroy the indi-
vidual's ability to discern different sensations regarding hunger.
Results from these studies have led others to question what,
if not hunger, motivates the obese to eat. Schacter (1971) states
that "For the obese . . . internal state is irrelevant, and eating is
determined largely by external cues" (p. 130). A number of re-
searchers have tried to determine if this is true, and if so, to
identify the cues that signal the obese to eat.
Nisbett (1968), studying the responsiveness of the obese,
conducted a study in which he left non-obese and obese subjects alone
in a room with a task to complete. The subjects were given either one
sandwich or a pile of three. They were told to help themselves to
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more sandwiches from the refrigerator across the room. When the
subjects were given 3 sandwiches, the obese subjects ate more than
the non-obese. When they were given only one sandwich, the obese ate
less than the non-obese, the non-obese eating more sandwiches from the
refrigerator. In addition to supporting earlier studies on satiety,
this study was offered as evidence that the obese are stimulated to
eat more by the presence of food.
Rodin (1970) conducted a study measuring the response of obese
subjects to distracting stimuli. Her subjects were divided into four
groups and given a proofreading task. One group was not distracted
during the task, the other three were distracted by audio tapes with
varying degree of intensity while they performed the task. Rodin
found that with no distraction the obese performed the proofreading
task better than did the non-obese. With distractions, however, the
performance of the obese deteriorated and became less effective than
that of the non-obese. This study is considered further evidence of
the distractabi 1 i ty of obese and their responsiveness to external
cues
.
Rodin, Schacter, and Hermann (1971) showed that obese have
better recall and better complex reaction time than non-obese.
Studies have been conducted that indicate that obese individuals are
more prone to and responsive to emotionality (Pliner et al . , 1974),
more easily distracted (Rodin, 1973), and more easily sexually aroused
(Beller, 1977). Because obese individuals seem more responsive to
environmental cues it would also follow that they are more likely to
eat when stimulated by the presence of food. It is interesting to
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note that Overeaters Anonymous, a lay self-help organization, forbids
the mention of specific foods at its meetings because their composite
experience has been that it is too stimulating and provocative for
members trying to follow an eating plan.
Again, the question arises: which comes first, the externality
or the obesity? Some writers (Nisbett, 1968; Seller, 1977) claim
that it is the constant deprivation through dieting that makes the
obese more sensitive to food. Decke (1971) studied normal weight sub-
jects who participated in a weight gain experiment and found that al-
though the subjects had gained 20-30% above their normal weights, they
did not indicate heightened responsiveness to external cues. Mor did
they have an unusual amount of difficulty losing the weight. Rodin
and Slochower (1976) suggest that this data, although not conclusive,
indicates that externality is not a function of weight gain. They
explored this more fully by studying girls at a summer camp to test
whether externality is a "general response style" which leads to
obesity. They found that girls who scored high on externality
gained more weight by the end of the summer than did those who did not
score high. However, many of the externally-oriented girls who
gained weight managed to stabilize after a certain period, while
others continued to gain. From these results they concluded that ex-
ternality is not the sole province of the obese, that it is not a
function of obesity, although it is clearly related to weight gain.
They further concluded that the degree of weight gain and the regu-
latory aspect of weight are not determined by externality, but by
other factors. Rodin and Slochower also suggested that externally-
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oriented people (whether obese or non-obese) tend to gain weight in
new environments.
It would seem that there are a number of possible explanations
other than externality that would account for weight gain in this
situation, such as peer relationships, or separation from family, and
that the conclusions are simplistic given the complexity of the
problem. In any case, a heightened responsiveness to external cues
is one of the behavioral characteristics that has been identified
among the obese. The obese are more likely to eat in the presence of
food and are more easily stimulated and distracted. Other factors
involving externality, including visibility, accessibility and taste,
have also been studied.
Schacter and Friedman (1971) studied the difference between
obese and non-obese in terms of the effort taken to obtain food. They
offered subjects almonds with and without shells during the course of
an experimental "task." The non-obese ate almost the same number of
almonds with and without shells, but the obese showed a marked dif-
ference in amounts: 10 out of 20 subjects ate without shells, only 1
out of 20 subjects ate almonds with shells. From this information the
researchers concluded that obese subjects will eat less if it is in-
accessible or energy is needed to get food. Schacter, Friedman, and
Handler (1971) observed obese and non-obese subjects in an Oriental
restaurant and found that the non-obese used chopsticks five times
more often than did obese. They suggest this data is supportive of
the earlier findings. Nisbett (1968) also suggested this from his
study in which non-obese and obese subjects were left in a room with
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sandwiches and a full refrigerator. When the obese availed themselves
less often of the "hidden" sandwiches, Nisbett concluded that this was
due to the work involved.
It is difficult to accept this theory after hearing hundreds
of women tell stories about their eating behavior. Clinical experi-
ence does not seem to support this theory about energy expenditure
and availability, as the lengths to which the obese will go to obtain
food, eat, and maintain secrecy are astounding. It is suggested here
that the obese individual is so sensitized to responses to her size
and eating that she suspects and expects criticism and censure most
of the time. It is possible that the subjects in these studies did
not take the extra food available because they were wary of being dis-
covered, even though they had been told they were not being observed.
There is much that is misunderstood about eating patterns of the obese
due to their sense of shame, defensiveness and fear of discovery.
It is interesting that of all the possible interpretations of
the behavior of the subjects in these studies, the one chosen by the
researchers is that the obese are lazy. It is suggested that this
reveals a prejudice on the part of the researchers in their implicit
assumption of the stereotype that obese people are lazy (Bearce,
1980).
Taste has also been studied as a factor in externality. Decke
(1971) found that obese subjects ate more milk shakes than did normals
but consumed less than normals when the milk shakes were laced with
quinine (though what this ways about normals is interesting). Hill
and McCutcheon (1975) showed that obese eat more high-preference and
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less low-preference food than normals. This would suggest that the
obese are triggered to eat by taste, although Stuart (1972) contends
that obese do not taste their food and are not as aware as normals of
distinctions between taste and texture. This is supported by self-
reports from many members of Overeaters Anonymous who claim they do
not taste their food and will eat anything when "on a binge."
Emotions, though not external, have been seen by many writers
as an eating cue. Anger, anxiety, stress, sexuality have all been
indicated as triggers for eating in the obese. Other writers (Swan-
son and Dinello, 1970) suggest that eating is an habituation syndrome
similar to alcoholism or drug addiction, in which eating serves as a
tranquilizer, sedating the individual at times of emotional stress.
Specific eating behaviors have also been identified as charac-
teristic of the obese. Studies have shown that the obese eat at a
faster rate (Hill and McCutcheon, 1975; Nisbett, 1968; Gaul, Craighead
and Mahoney, 1975; Mars ton, London, Cooper and Cohen, 1977; Stunkard
and Kaplan, 1977), consume more at meal times (Schacter, 1971;
Stunkard and Kaplan, 1977), clean their plates more often than non-
obese (Marston, London and Cooper, 1977), eat less regularly
(Schacter, 1971), and more frequently go without breakfast (Stunkard,
1975).
Stunkard (1959) described three eating patterns of the obese,
based on clinical observation and inspired by research with mice. He
identified these patterns as (1) night eating; (2) binge-eating; and
(3) eating without satiation. Ruling out the third, which he
believed
involved damage to the central nervous system, Stunkard concentrated
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on the first two as typical of, but not limited solely to, the obese.
Stunkard claimed that binge eating was not common, having seen only
two such cases out of the 40 with whom he worked. These observations
make little sense in light of most clinical experience and raise again
concern about research with the obese around their eating habits. The
obese have suffered such shame and condemnation, especially from pro-
fessionals, that few are willing to disclose the true details of their
behavior. After attending a great number of meetings of Overeaters
Anonymous and hearing members "tell their story" as well as the
clinical work I have done with obese women, I found the idea that
three out of forty obese patients are binge eaters is ludicrous. The
majority of members of Overeaters Anonymous confess to uncontrolled
binge-eating and express feelings of security in a group of peers at
being able to admit the existence and extent of their binging to some-
one else at last. Many of the research studies are unreliable due to
the secrecy and defensiveness obese eaters maintain. The obese will
lie rather than subject themselves to the criticism and scorn of
others. The categorization of eating patterns Stunkard presents is
artificial and naive due in large part to the fact that the research-
ers were handicapped by not taking into consideration the social pres-
sures and constraints experienced by the obese. As more attention is
being focused on this problem and women begin to share their experi-
ences more openly, it is possible that more honestly revealing and
reliable research can be conducted.
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Treatment . Most behavioral techniques are based on the concept of
obesity as the result of learned dysfunctional eating behaviors and
are aimed at altering those behaviors. There are basically four com-
ponents of such behavioral treatment: (1) identification and descrip-
tion of problem behaviors; (2) control or modification of external
cues in the environment; (3) change in specific eating behaviors; and
(4) reinforcement of proper eating behaviors (Ferster et al
. ,
1962).
Not all behavioral treatments have been based on these guide-
lines. Investigations of behavioral modification of obesity have
also included electric shock (Wolpe, 1954; Meyer and Crisp, 1969),
aversive odors (Kennedy and Foreyt, 1968), covert sensitization based
on nausea and vomiting (Cautela, 1966; Foreyt and Hagan, 1973), but
these methods have proven unreliable and ineffective and are not
generally in use (Wiley, 1979). Hypnosis, which has been a popular
form of treatment, has been reported as effective (Wick, Sigman and
Kline, 1971; Erikson, 1973; Kroger, 1973) but most reports are case
studies and little reliable data on long term outcome is available.
The majority of behavioral approaches is based on the four
steps mentioned previously and are based on operant conditioning,
relying on stimulus control, modification of behaviors and introducing
self-monitoring (Dietz, 1981c).
The first studies using this approach were conducted by
Ferster, Nurnberger and Levitt (1962). The results were not impres-
sive in terms of successful weight loss but the study was significant
in laying a foundation for future research. In 1967 Stuart published
the article "Behavioral Control of Overeating" vyhich has come to
be
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rGCOQnizBd ds d Isndmsrk in th© fiGld. This study follows 3 yGsr
long treatment of 8 patients on a behavioral weight loss program which
was based on the four components presented earlier by Ferster. The
results he reported in this paper were more successful than any other
weight loss research for outpatient treatment. This was a small
sample but the results inspired others to further study.
Harris (1969) studied obese college students receiving be-
havioral treatment. The subjects were divided into 3 groups, two
groups receiving behavioral treatment, and one control group. At the
end of four months the first two groups has lost considerably more
weight than the controls. This indicates a certain amount of success,
but the lack of follow-up presents a problem. Wollersheim (1970) also
studied overweight college students in a study considered superb by
others in the field (Stunkard, 1972, 1975; Wiley, 1979) for its
inclusion of control placebos and experimenter variables. She divided
her population into treatment conditions including behavioral treat-
ment, non-specific therapy, a social pressure groups based on TOPS,
and control groups composed of subjects put on waiting lists for
treatment. Results measured at the end of treatment and after two
month follow-up showed the behavioral treatment group to be far more
effective in terms of weight loss and change in eating behaviors.
Although this might indicate clear superiority of behavioral treat-
ment over other forms and suggest an effective means of managing
short-term weight loss, the fact that treatment lasted only 8 weeks
and no information is available about long term results would indicate
the need for longer follow-up. Furthermore, the women studied were
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mildly overweight (28% median) and may not be representative of the
obese populations. Information about the severity of obesity in terms
of history and previous attempts to lose weight was lacking, a failing
common to many behavioral studies.
Stuart (1971) introduced "A three dimensional program for the
treatment of obesity" based on (1) environmental control of stimuli;
(2) an individualized nutritional program; and (3) individualized
program for increasing energy expenditure. This program was later
developed and applied to the Weight Watchers International Program
which adopted it as a treatment method within its organization.
Penick et al. (1971) compared behavioral group treatment and
traditional group- therapy. Although the behavioral treatment showed
much greater success, the researchers were puzzled by the great
variability in the behavioral group; the best and the worst weight
loss results took place in this group. The authors suggest this
indicates that perhaps this form of treatment is not universally suc-
cessful and may need to be adapted to the individual.
Of all the many studies investigating effectiveness of beha-
vioral treatment, only one offers a long-term follow-up. Hall et al
.
(1973) studied a population more heterogenous than most studied
(almost half the subjects came from older community population, the
other half students). Results after treatment showed two behavioral
groups lost more than the controls, but no significant difference be-
tween the two behavioral groups (one in treatment, one measuring
number of mouthfuls ingested daily). The results continued through a
3 month follow-up but not to a 6 month follow-up. At that point both
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groups showed significant weight gain. Although a significant initial
weight loss was produced, the more comprehensive program was no more
effective than the simpler and neither was able to (in the authors'
words) "produce maintenance and continued weight loss" (p. 784).
Although obesity is a prime target for behavioral treatment
because progress is measurable, many behaviorists acknowledge the
difficulties in its research and treatment. Stunkard (1972) found it
more difficult and complicated to study and treat than anorexia ner-
vosa. Levitz (1975) claims that "overeating is one of the most
complex behavioral problems that has been approached by behavior
therapy" (p. 356), due in great part to the fact that it has to rely
so heavily on self-management.
Jeffrey, Wing and Stunkard (1978) suggest that the techniques
of behavior modification may not be universally applicable and that
only some forms of eating disorders will respond. Others (Musante,
1976) suggest that programs need to be lengthy and intensive in order
to change behavior, and that the program must be manageable within the
individual's environment (Stuart, 1971).
Behavioral research and treatment has made a valuable contri-
bution in terms of identifying specific behaviors that can be altered.
The success of behavioral treatments is much higher than other forms
of treatment for short-term weight loss. Unfortunately the studies
have a number of weaknesses: the sample sizes are generally small and
the follow-up data inconsistent (Jeffrey, Wing and Stunkard, 1978).
Most studies involve a homogenous population of white middle class
college students, most of whom are moderately overweight. It is not
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clear how general izable the data is to the obese population.
One of the weaknesses in most of the studies and treatment is
the question of positive reinforcement. Most researchers and beha-
vioral therapists assume that weight loss is a positive reinforcement.
A new, more attractive figure and better health are considered an
intrinsic reward for following a treatment regimen. It is suggested
here that for many obese subjects weight loss results in negative
reinforcement from the environment, particularly family and friends.
Many obese subjects find the responses they receive to weight loss
less tolerable than the excess weight (Oremland, 1977). By ignoring
this factor, there is a risk that treatment will be undermined.
Family involvement . Recent research has begun to focus on the role
of the family environment in weight loss management. A number of
weight loss programs have begun to pay attention to the important in-
fluence of family members and are including them in treatment programs
(Stuart, 1974; Levitz, 1975; Dietz, 1981c).
A number of studies have looked at the influence of family
members on weight loss. Jeffrey, Wing and Stunkard (1978) report cor-
relation between successful weight loss and family support. Brownell,
Heckerman, Westlake, Hayes and Monti (1978) compared 3 groups in terms
of successful weight loss. One weight loss group included spouses;
one group did not include spouses, but they had agreed to participate;
the third group had spouses unwilling to cooperate. During the course
of treatment the spouses in the first group were actively involved,
learning and using specific techniques. The results showed the first
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group produced a much more successful weight loss which was continued
through maintenance.
O'Neil, Curry, Hirsch, Riddle, Taylor, Malwin and Sexaur
(1979) also studied spouse participation in weight loss programs.
They found no significant difference between the groups including and
not including spouses. Wilson and Brownell (1978) indicated that
simply having family members attend but not participate does not lead
to greater weight loss of subject. They explain that the results of
the O'Neil et al . study are due to the fact that the spouses were not
involved in an active role. Brownell et al
.
(1978) showed that active
involvement in training leads to greater weight loss and changes in
partner responses. It would seem that the studies involving spouses
and family show greatest success when behavior of the non-obese spouse
and responses to the subject are also changed.
A very interesting unpublished study conducted by Stuart and
reported by Stuart and Davis (1972) studied the verbal interaction
between women involved in weight loss programs and their husbands.
Stuart had the couples tape record dinner table conversations and
found the following: the non-reducing spouses were responsible for
initiating conversations about food more frequently, were four times
more likely to offer food than their reducing spouses, and were more
critical than supportive about reducers' eating behavior. These re-
sults seem to indicate that the non-reducing spouses had a significant
role in maintaining the obesity, even to the extent of subtle encour-
agement of dysfunctional eating behaviors. In a follow-up study
Stuart and Davis conducted clinical interviews with 55 husbands of
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obese women. They discovered a significant percentage of husbands
were concerned with the changes which would result from wives' weight
loss. Stuart suggests that this indicates a negative influence on
the wives' efforts to lose weight.
Because behavioral theory is based very strongly on the notion
'of environmental influence, it is logical that researchers would begin
to look at the very personal and powerful influence of the family.
This, combined with the clinical evidence resulting from failure of
long-term results, should lead researchers to further investigate
family influence. Levitz (1975) states emphatically that
Obesity has become part of the family's stable adjustment
pattern . . . behavior change and loss of weight alter the
family situations, and the therapist must be prepared to
deal with the situation, (p. 358)
Summary . The following conclusions are based on the behavioral
literature reviewed:
The research reports that there are certain behavioral
characteristics among the obese. The obese have been
found to be hyperresponsive to external stimuli, likely
to deny normal sensations of hunger and may have spe-
cific dysfunctional eating habits. It is not clear
whether these characteristics predispose to obesity or
are resulting from it.
Specific techniques have been developed which address
the characteristics and behaviors identified.
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Behavioral treatment is designed to modify and control
environmental stimuli, modify dysfunctional habits and
reinforce positive reinforcement.
Behavioral treatment has been shown to be the most
effective treatment method yet devised for weight loss.
Success is unfortunately short-term and has not been
shown to have a long-term effect.
The importance of family influence has been recognized
and is beginning to be addressed. One of the rare
studies which show continued weight loss after treat-
ment is one in which spouses were actively involved in
treatment.
Since behavioral therapy has a great deal to offer in terms
of treatment for obesity, it should serve as an invaluable component
of any comprehensive treatment plan. It is suggested here that its
failure is due to the sole use of technique without attending to the
environmental system of the obese patient and the impact of that sys-
tem on the individual in treatment.
Psychological Aspects of Obesity
The literature on psychological factors in obesity is contro-
versial and confusing. There is a great deal of criticism of the
methodology which is almost exclusively based on the case study method
and interpretations. It is primarily based on "psychoanalytical ly
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oriBntsd clinicdl iinprsssions rather than on systemic empirical
research" (Wiley, 1979, p. 6). It is often inconclusive, vague and
frequently contradictory. Stuart and Davis (1972) point out that
there are inherent difficulties in evaluating psychodynamic theories:
observations are based on interpretation of behavior rather than the
behavior itself and therefore are difficult to validate; and the
theories themselves have not been validated.
One of the major areas of speculation and controversy within
the psychological literature on obesity is that of differential diag-
nosis: whether or not there are specific psychiatric disturbances or
set of personality variables which are common to the obese.
Most writers and researchers in the field do not support the
idea of specific psychological disturbances among the obese. Swansen
and Dinello (1970) found no specific psychological causes and criti-
cize the documentation and evidence as weak and inconclusive. Kaplan
and Kaplan (1957) could not relate obesity to psychological problems.
Silverstone (1976), in a study of 344 men and women ranging
from non-obese to massively obese, found that the incidence of
neuroticism or psychiatric disturbance was essentially the same for
obese and non-obese. The only finding supporting a difference was
that obese women claimed to eat more often when anxious than non-obese
women.
Stunkard and Mendel son (1967) saw no relationship between
obesity and the presence of psychological disturbances and offered a
"clinical impression that the presence of neurosis in an obese person
does not explain his obesity, nor is it even relevant to it" (p. 1299).
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Solow, Silberfarb and Swift (1974) came to the conclusion after study-
ing extremely obese patients who had undergone intestinal by-pass
operations that neurosis and psychological disturbances are likelier
to be the result of obesity than the cause.
Stunkard (1959) stated "It has not been possible to define
psychological characteristics which will consistently distinguish them
[obese] from non-obese patients" (p. 284). Rodin (1978) also suggests
there are no single and specific personality types which characterize
the obese. She considers that low self esteem (and in fact many other
characteristics) may be the result of obesity and the social response
to it rather than the cause. Other writers support this (Mayer, 1968)
but Bruch (1973) argues that public censure is harmful only to those
who are vulnerable to it in terms of weak sense of self. Bruch (1957,
1973) herself states that there is no such thing as a distinct obese
personality because there is no one syndrome known as obesity.
Despite the fact that there is no evidence supporting the
existence of an obese personality, a number of authors have attempted
to establish certain common disturbances and characteristics. Most
of these studies are case studies taken from individual and group
therapy.
Salzman (1975) considers compulsive eating a form of
obsessive-compulsive syndrome, accompanied by self-deception, grandi-
osity, denial, and the need to maintain control.
Snow and Held (1973) report results from group psychotherapy
with obese adolescents which they claim indicate high levels of de-
pendency, passivity, depression, mistrust, and a tendency to
48
externalize control. The major conflicts the girls were having were
around issues of dependence/independence, i.e., leaving home and
making independent decisions. Most of the adolescent girls in
Bullen's study (1963) reported eating when they felt depressed, angry
or bored. Nathan and Pisula (1973) observed 15 obese adolescents
during the course of a supervised in-patient program of fasting. They
reported high levels of denial, distortion, immaturity, dependence,
and total inability to identify and report their own feelings and
physiological experiences. They also reported that the adolescents
showed extreme apathy, listlessness and irritability, which does not
seem to this writer to be surprising or abnormal, given the conditions
of total starvation. Caldwell (1965) studied lifelong obese women
and found that they lacked an awareness of their own body and its
functions.
There are a number of difficulties with this type of report.
There is a danger in generalizing from case studies that there are
personality disturbances among the obese. Case studies only report
on those obese who seek therapy and their situations may be different
than those who do not seek therapy. Secondly, the presence of cer-
tain characteristics in the obese does not mean they are specific to
obesity and therefore not present in non-obese individuals.
One characteristic described by a number of writers (Caldwell,
1965; Bruch, 1957, 1973) seems to be supported by a number of studies:
body image disturbance. A number of writers have described this as an
inability to accurately assess one's own body size and dimensions and
to attribute negative qualities to it.
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Stunkard and M6ndGlson (1967a) intGrviewGd SGVGnty-four ran-
domly selected obese adults. They found that disturbances in body
image were not present in all the obese subjects but occurred primar-
ily in those who had been obese as children and adolescents. In a
later study (1967b) they attempted to determine what age periods were
especially critical for the development of body image disturbances.
The overwhelming indication was that adolescence was the critical
period. In addition to age of onset they isolated two other factors
which were conducive to body image disturbances; emotional diffi-
culties and negative response by family and peers to the obesity.
They concluded that disturbance in body image affects the
individual in three ways: (1) way in which he views himself, gener-
ally with contempt and distortion, seeing himself as hideous and much
larger than he actually is; (2) general self consciousness; (3) self
consciousness with members of opposite sex and difficulties with
heterosexual relationships.
In a study which is considered supportive of Stunkard and
Mendelson's research, Glucksman and Hirsh (1969), using body-
distorting mirrors, compared the abilities of obese and non-obese to
recognize accurate representations of their bodies. The obese sub-
jects consistently overestimated their size and continued to do so
even after significant weight loss.
Stunkard and Mendel son (1972) consider body image disturbance
to be one of the only characteristics common to the obese, and only to
those with juvenile-onset obesity.
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Origins of obesity . There is a great deal of speculation about the
origins of obesity in psychodynamic theory. The psychodynamic model
sees overeating, and by extension obesity, as symptomatic of deep
unconscious conflicts.
One of the theories which is derived from classical psycho-
dynamics is that obesity is the result of unresolved conflicts at the
oral stage of development. Those who support this theory suggest that
the obese seek gratification through eating when their wish to be
loved is frustrated (Kaplan and Kaplan, 1957; Rubin, 1970) and when
they are feeling lonely and empty (Salzman, 1973). Meyer (1973) sees
eating in the obese patient as "a means of discharging impulses of
primitive instinctual quality ... in aggressive and sadistic attack
upon an object ..." (p. 214). Caldwell (1965) considers the life-
long obese patient as "a personality fixated in the early stages of
the oral phase in a symbiosis with the omnipotent mother who provides
food as the chief means of allaying anaclitic anxiety . . ." (p. 425).
One of the dominant themes in psychoanalytic theory of obesity is that
of oral incorporation of early love objects. Bychowski (1950) states
that "the first unconscious implication of compulsive overeating is
the securing of the mother in the most primitive but also the most
efficient and complete form--introjection , that is, cannibalistic in-
corporation" (p. 303). He also cites cases in which incorporation of
the phallus and of feces are the wish behind overeating. He inter-
prets obesity as the result of an oral drive aimed "at partial incor-
poration and retention of both maternal and paternal love objects
(p. 316), "... in order to retain and preserve them indefinitely"
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(p. 315).
Other interpretations include the desire to be impregnated
orally (Bychowski, 1950). Another classical analytic interpretation
of obesity in women is that it is a rejection of femininity. Bruch
(1973) views one of the wishes behind obesity as the desire to be big
and powerful, and "more like father" (p. 97). Bychowski (1950) in-
terprets obesity further as an attempt to deny and distort feminine
identity. He states that obese patients attempted to deny their
femininity and "in behavior and mannerisms some of them showed dis-
tinct trends of mascul inization" (p. 185). Feminist theory also sees
obesity as a rejection of femininity but not as an intrapsychic con-
flict. Orbach (1978) suggests that obesity is a rejection of femi-
ninity as the society defines the role.
Fat expresses a rebellion against the powerlessness of the
woman, against the pressure to look and act in a certain
way, and against being evaluated on her ability to create
an image of herself, (pp. 21-22)
A third theory in the analytic tradition is that obesity is
the result of disturbed early relationships with the mother. This
view focuses less on intrapsychic conflict and more on the inter-
personal relationship betv/een mother and child. Caldwell (1965), in
comparing women who had become obese as adults with women who had
been obese since childhood found that separation from mother in the
first two years of life was a major factor in development of life-long
obesity. She stated that "the nature of the motherness also seems to
be important. . . • The mother is not bad or destructive but of
limited capacity for motherness, sometimes through circumstances (p.
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425). A history of separation from the mother was also found in a
study comparing obese and non-obese children (Kahn, 1973). Out of
72 obese children, 14 traced the onset of obesity to a separation from
the mother and 4 to hospitalization which also caused separation. The
history of separation was four times greater among the obese children
than among the control group. Kahn suggests this may be due to over-
feeding by anxious mother surrogates and the child's separation
anxiety.
Zakus and Solomon (1973) in a study of the families of obese
adolescent girls, divided 37 girls into three groups according to age
of onset of obesity. Group B (age of onset 2-10 years) showed no
particular findings. In terms of Group A (age of onset 0-2 years) and
Group C (age of onset after 10 years), the authors concluded that "the
onset of the girl's obesity, either in infancy or adolescence seemed
to reflect the dominant area of conflict for the mother, either in
maternal or sexual fulfillment" (p. 41). Mothers in Group A were con-
sidered to have difficulty fulfilling their maternal role, although on
what basis this interpretation was made is unclear. Group C mothers
were found to have more difficulty with their sexual identity, a con-
clusion based it seems on the findings of some incidence of illegiti-
macy among Group C girls, more marital conflict, and the fact that
some of these mothers came to the interviews in boots and jeans. It
is suggested that "the girls' concerns around developing sexuality
were exacerbated by their mothers' unresolved conflicts in the same
area" (p. 41).
Feminist theory also traces the roots of obesity to "the
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complex relationships between mothers and daughters" (Orbach, 1978).
Orbach (1978) sees women caught in the painful position of having to
prepare their daughters to function in a sexist society. There is
ambivalence for both mothers and daughters around loyalty, experienced
as a choice between being like mother and staying within the tradi-
tional role or being unlike mother and leaving it. Orbach suggests
that compulsive eating is a result of the conflict a daughter feels
about identifying with her mother. Unfortunately the ways in which
the conflict translates into an eating disorder is not clearly de-
fined. Furthermore, although it is clearly not the intent of her
presentation, there is a danger in Orbach 's tracing the difficulty
to mothering in that it allows for possible misinterpretation, i.e.,
continuing to blame women for their own plight. A more global con-
textual view of the problem might have modified her perspective.
In this area and in the area of obesity in general, the most
highly respected and predominant work has been done by Hilda Bruch
(1940, 1941, 1957, 1958, 1973). Her work, which consists of over
forty years of observation and study of obesity, has been reviewed
extensively and substantiated in a number of studies (Stunkard and
Mendel son, 1972a).
Bruch developed a classification of obesity that divided obese
individuals into three groups: constitutional, reactive, and develop-
mental. The first group, constitutional obesity, describes individu-
als who are obese because of constitutional build or a mild energy
imbalance. Their obesity is generally mild and they are responsive to
traditional weight loss programs. Reactive obesity describes
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individuals who become obese as a response to an emotional trauma. In
these cases eating serves as a defense against anxiety and depression.
Onset is usually in adulthood and although there is difficulty in
losing weight, psychotherapy is indicated. Developmental obesity
describes individuals whose obesity started in childhood and for whom
the obesity is an integral part of their psycho-social development.
They generally exhibit serious personality disturbances reflecting
faulty ego development and are more obese and refractory to treatment
than the other two groups. Developmental obesity is marked by two
conditions: (1) lack of inner differentiation, and (2) a sense of not
being individuated within one's environment. The first of these, lack
of inner differentiation, describes a condition in which the indivi-
dual is unable to recognize her non-physiological signals and feel-
ings. This is especially true for hunger and satiety which very early
become confused with other feelings and subjective states. Because
they are unable to identify their own experiences they learn to depend
on external signals to determine their own needs.
A sense of not being individuated within one's environment is
marked by a sense of not having an identity of one's self, of not
being a separate and distinct individual. The developmental ly obese
experience themselves as not being in control of their be-
havior, needs, and impulses, as not owning their bodies
. . .
Instead, they feel under the influence and direction
of external forces. They act as if their body and behavior
were the product of other peoples' influences and actions.
(1973, p. 55)
Bruch considers developmental obesity and these disturbances a
result of a disturbed early relationship between mother and child.
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She hypothesizes that the child does not learn to identify his own
needs, specifically hunger, because the mothers do not respond ap-
propriately to the expression of needs, but frequently superimpose
her own needs upon the child. Inappropriate responses: feeding when
the child is not hungry, not feeding when he is, are confusing for
the child. Lack of consistent appropriate responses to his physio-
logical needs "deprives the developing child of the essential ground-
work for acquiring his own 'body identity' with discriminating per-
ceptions and conceptual awareness of his own functions" (1973, p. 56).
Treatment . Psychological treatment for obesity has generally been
classical psychoanalysis or traditional psychodynamic long-term
therapy. Psychoanalytic treatment is aimed at resolving the intra-
psychic conflicts underlying the obesity. Bruch (1973) does not sup-
port the use of the psychoanalytic model for developmental obesity,
but has developed a model which seeks "to repair the underlying dis-
tortions, isolation and dissatisfaction" (p. 335). Because she does
not see the problem as intrapsychic but one of faulty self-perception
and self-regulation, Bruch sees the goal of therapy as correction of
the conceptual and perceptual disturbances. These problems must be
resolved before attempts at weight loss can be effective.
Bruch (1973) does recommend traditional insight-oriented
psychotherapy for reactive obesity.
It is difficult to evaluate the usefulness of psychotherapy
for obesity: there is very little outcome research and the model does
not lend itself to evaluation. Bruch (1973) states that "the
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literature on the value of psychoanalysis for the treatment of eating
disorders is hopelessly inconclusive" (p. 336). Psychodynamic psycho-
therapy shows occasionally slightly better results than medical treat-
ment, but is shown to be not as effective as behavioral therapy on a
short-term basis (Wiley, 1979).
Implications for family research . This section will present a short
review and discussion of the family studies done by Hilda Bruch.
Bruch is recognized as one of the leading authorities in the area of
obesity and although her work is exclusively psychodynamic, it has
laid a foundation for family systems theorists and clinicians. Until
very recently Bruch's work presented the only systematic observation
of families with obese children available.
In 1940 Bruch and Touraine published "The Family Frame of
Obese Children," which reported on a study they had made of 40 obese
children and their families from 1937-1940. Bruch developed the
following profile of families of obese children based on this study.
The size of the families was generally small, averaging 2.1
children. In almost half the cases the mothers said they had not
wanted the children. A majority of the children were only children,
or the youngest.
The obese children showed a high degree of dependency and
inability to function in any area without direction and guidance.
Many of the children were still dressed by their mothers and would not
answer questions without being cued. They were exceedingly inactive,
passive, and fearful of new experiences.
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The mothers were described as dominant and highly controlling
of the child. They were seen as overprotective, especially around
issues of feeding and physical activity. Bruch understood this as
"an urgent need on the part of the mother to keep the child dependent
and to possess his love and loyalty exclusively" (1941, p. 368). The
mothers were further described as self-pitying, focused on their own
deprivation. They were described as insecure and afraid of separation
from the child.
The fathers were seen as passive, subordinate and v/eak. They
were treated with contempt by their wives and were dominated by them.
The researchers had difficulty making contact with the fathers. In a
few cases the father was the overinvolved parent. Both parents gener-
ally reported close ties with their families of origin.
Marital discord was common and the couples reported lack of
common interests and little social involvement outside of the family.
These families were also characterized by an overconcern with
physical health and safety. The mothers were overprotective and in-
stilled in the children a fear of normal play and physical activity as
well as a tendency towards hypochondriasis. The mothers displayed an
overinvolvement and intrusiveness regarding all of the bodily func-
tions of the children.
Bruch suggested that the children in these families were not
seen as individuals, but as extensions of their parents, specifically
the mother. She believed that the child was used to compensate the
parents for their own disappointments and failures. By imposing their
own needs and wishes on the child, she argued, the parents deprived
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him of the chance to develop his own individuality.
In 1973 Bruch reviewed and re-evaluated the 1940 study and
added information from her work with middle class families. She
found that in middle class families fathers were more often physically
present but still emotionally distant from the children and generally
unavailable. The children felt that their fathers thought of them as
possessions to show off, rather than individuals.
It seems that at this point she was influenced by the presence
(if not the theory and practice) of family systems theory. She began
to use more systems-oriented language (the title of her 1973 chapter
is "Family Frame and Transactions"), but her thinking remains linear.
This is the most baffling aspect of Bruch's more recent works.
She claims to recognize the interactional aspects of obesity and uses
interactional language, but continues to present a linear and indivi-
dualistic conceptualization. She states that "Unavoidably the family
is involved in all cases of juvenile obesity" (1973, p. 319), but that
this involvement is "pernicious family interference . . ." (1973, p.
319). She states that she tries to involve the family in treatment
but the involvement seems to consist essentially of the family being
told "not to interfere" and being given "support and help" (1973, p.
319) while the therapist helps the child break away from "the noxious
interaction" (1973, p. 319).
Dym (1980) has criticized Bruch, stating that she is "still
attached to a linear model of causation, thus characterizing obesity
as the product not a link in a transactional chain' (p. 4). She does
not look at the interactions but at individuals, thereby losing sight
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of the function obesity may serve for the system as a whole. She
studies the mother-child relationship almost exclusively, without
looking at the function that the relationship serves in the family,
what other members are doing and what the family's rules are about
relationships in general. She acknowledges the part of the child in
perpetuating the problem but describes his participation in linear
terms: what he does in turn to his parents. In short, Bruch has be-
gun to use the current popular systems language but she has not chosen
to make the conceptual leap necessary to understand obesity within the
context of family systems.
Despite these criticisms, Bruch's work is of considerable in-
terest. She has taken a step away from traditional psychoanalytic
theory by focusing on the interpersonal aspects of obesity. She has
presented a clinical picture which may in fact be verified by family
studies, although the way in which her observations will be understood
will be quite different. Bruch has brought the psychological theories
of obesity one step closer to a systems framework and deserves appre-
ciation for this major contribution to future family research.
Summary . The following conclusions can be drawn from the review of
the psychological literature:
1. Most theorists consider obesity to be the result of
unconscious conflicts. The goal of therapy is a
resolution of these conflicts, which must be accomplished
before the problem of weight loss can be addressed.
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2. Hilda Bruch has developed an alternative to a psycho-
analytic interpretation of obesity by moving away from
an intrapsychic orientation towards an interpersonal
orientation.
3. Bruch developed a description of the families of obese
children based on systematic observation. Until
recently it has been the only available description of
such families.
4. There is little reliable outcome information about the
effectiveness of psychodynamic psychotherapy for
obesity.
Family System Aspects of Obesity
This review of the literature on family systems and obesity
will be extremely brief. A computer search produced only three items
dealing with obesity from a family systems perspective: a 1979 doc-
toral dissertation by Wiley, a 1979 article by Bowers, Faulkner and
Michel, and Marshall, Neil's 1977 study. In addition to these papers,
the review will include an unpublished paper by Dym (1980), and re-
ports on personal communications with Dym. At the time this research
was done, this meager representation was all that was available. This
fact is used as further evidence supporting the significance of
research in family systems and obesity.
Marshall and Neill (1977) studied obesity within the context
of the marital relationship. Because they studied intestinal bypass
surgery patients, they had the unique opportunity to study the effects
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of the rapid removal of obesity on a marriage. They found that after
surgery and subsequent significant weight loss the couples had dif-
ficulty adjusting to the change. The post-surgical period was narked
for most couples by stress and conflict, particularly in the areas of
sexuality and dependence/independence. They concluded that "the
presence of marked obesity by one partner in the marriage appeared to
serve as a stabilizing function for the system" (p. 279).
They suggested that the obesity had apparently served a
number of functions within the relationship: avoidance of sexual con-
flict and demands, avoidance of threat from extra-marital affairs and
a protection against abandonment. They point out that the marriages
were not necessarily "healthy" or particularly functional or that the
spouses were happy within the marriage: the significant fact was that
the marriages were stable and enduring. The authors further specu-
lated that in addition to stabilizing the marriage "the obesity in
turn is stabilized" (p. 279) by dynamics within the couples' rela-
tionship. This is a fascinating study in that it affords the rare
opportunity of seeing so clearly the ways in which a family responds
to intervention and change.
Bowers, Faulkner, Michel (1979) studied ten families with
obese children during their course of treatment in a hospital weight
loss clinic. They found that these families presented the character-
istics Minuchin described as typical of families in V'/hich a child has
a psychosomatic illness: enmeshment, overprotectiveness, rigidity,
lack of conflict resolution and the involvement of the child in main-
taining their family's homeostatis by serving as conflict diffuser.
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They found that there was an alliance between the child and one parent,
generally the mother, and that the other parent was peripheral. The
families were characterized by "a stance of non-resolution of
conflict" (p. 43).
The authors claim to have found a set of characteristics in
addition to those described by Minuchin. They stated that the fami-
lies they studied were either overcontrolled or disorganized. Their
description of the overcontrolled family seems to be an extension of
what Minuchin calls overprotectiveness. Within the disorganized
family the obese child was "in a parentified role with the resultant
further diffusion of the family hierarchical boundaries. This finding
invariably occurred in either large families or those in which the
primary caretaker experiences multiple medical or social problems"
(p. 43). Hierarchical boundaries are further confused in the families
in which a grandparent lives in the same household. This study is
useful in that it further supports the idea of obesity as a function
of the family system.
Dym (1980a) has done a considerable amount of clinical work
with the families of obese children. His experience has led him to
generate a number of hypotheses regarding these families and their
transactions. He suggests a preliminary profile which consists of the
following transactional patterns: (1) strong external boundaries be-
tween the family and the outside world; (2) "enmeshed boundaries
within the family; (3) "mother-daughter subsystem" with intense over-
involvement; (4) "intrusiveness" by the parents into child's life,
invading boundaries and betraying privacy; (5) "pseudo-mutual
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marriage" in which anger is not openly expressed; (6) "parental power
struggle" which is described as covert; (7) "betrayal of the obese
child" in which the mother shifts her alliance with the daughter to
her husband in order to avoid open conflict; (8) "poor peer relations"
which increases dependence on the family; and (9) "the evils of home,"
i.e., "food ... and little exercise" (p. 8). In addition to these
transactional patterns Dym (1980b) notes the following basic charac-
teristics of families with an obese child: the fathers are often
absent or disabled and although these famil ies are official patriarchies
the mother is actually in charge. There is also a high incidence of
psychosomatic symptoms and physical illness. Dym also notes that the
obese child is dependent and sedentary and that generally the parents
give her no model of a strong and competent adult. He also observed
that there is frequently a parental child and that the parental child
is the most abusive of the obese sibling.
These observations show careful analysis and are significant
in generating the first hypotheses which are consistent with systems
perceptive. They are, although still at an early stage, hypotheses
which merit careful consideration.
Wiley, in a 1979 doctoral dissertation, studied family systems
factors in families with obese child. He hypothesized that these
families would differ from families of normal children in terms of the
characteristics Minuchin described in families with psychosomatic ill-
ness: enmeshment, overprotectiveness, rigidity, and lack of conflict
resolution, and in terms of other family systems factors not included
in Minuchin' s work. He compared 25 families involved in an obesity
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program with 25 families in which the matched child had no history of
obesity, other psychosomatic illnesses or psychiatric disturbances or
treatment. It is not clear whether all members of the family were
screened or simply the child matched with obese child. It would seem
to be a highly important factor and is not discussed.
The procedure consisted of 5 parts: (1) completion by each
family member of a written Family Environment Scale (Moos, 1974);
(2) gathering of demographic information from the parents; (3) comple-
tion of a Family Task by the family; (4) a Structured Family Interview
conducted by the investigators; and (5) the scoring of PES and Beaver-
Timberlawn Families Evaluation Scale by the investigators.
Assessments of the family were based on the results of the
written materials and evaluations and quantified. Wiley concludes
that Minuchin's model is applicable for families with obese children.
This study is subject to a great deal of criticism. Although
it must be acknowledged that research methodology in the area of
family systems is still in an early stage and that quantifiable
measurements are especially awkward and ill-suited to the study of
non-linear phenomena, this methodology seems totally unsuited to the
hypotheses generated and the information sought. First of all, it
does not seem relevant or reliable to include a control grouo in this
sample. If in fact (and it is unclear) all members of the control
families are non-obese, have no psychiatric or psychosomatic history,
it does not guarantee that they are "normal," whatever Wiley means by
that term.
Secondly, and most importantly, the measurements used seem
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incompatible theoretically and practically with Minuchin's model. The
FES is a self-report written questionnaire, and although it might pro-
vide interesting information about the individual's perspective on
his family, it in no way provides information about family interac-
tion. The structured family task, which could have provided rich data
about family interactions, was audiotaped rather than videotaped, and
therefore did not provide complete information about family interac-
tions. Although there is some attempt made to correlate the measures
with the model, it does not seem effective. There is no structural
assessment made which is based on the concepts as Minuchin operation-
alizes them. Nor is it explained how, if at all, family interactions
were analyzed. No raw data is provided which would illustrate the
conclusions, and the basis for the conclusions. The structural inter-
view which is used appears to be aimed at eliciting content about the
family rather than observable transaction between members.
It is unfortunate that the first empirical study undertaken
to analyze family systems factors in obesity should be so confusing
and unsatisfying. In any case, it serves to substantiate the need
for further research in this area, as do the other three papers pre-
sented. Perhaps more research will be undertaken in this field as its
importance and problematic comolexity are recognized.
Summary and Conclusions for Section I
There are a number of conclusions which can be drawn from the
literature on obesity reviewed here.
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1. There is a concensus that obesity is the result of many
factors: physiological, behavioral, and psychological.
2. Each of the disciplines engaged in the research and
study of obesity has contributed theories and evidence
which are valuable in understanding and treating the
problem. Medicine has contributed information about
genetic and environmental influence, and the develop-
ment of hypercellularity . Behavioral psychology has
identified specific behaviors which can lead to and main-
tain obesity, and has developed treatment methods which
have indicated some short-term effectiveness. Psycho-
dynamic psychology has indicated the primary signific-
ance of the family in obesity.
3. Several parallel observations have emerged from each of
the disciplines.
Medical, behavioral, and psychological researchers
and writers have all drawn certain similar conclusions:
a. obese persons do not respond to internal physio-
logical signals in the way non-obese people do;
b. obese persons are more responsive to external
stimuli than non-obese persons;
c. juvenile-onset obesity is more severe, more refrac-
tory to treatment, than adult-onset obesity and
likelier to persist;
d. the existing methods of treatment have not proven
effective in the general management of obesity;
e. children with obese parents are likelier to be
obese than children with non-obese parents; and
f. families have a major influence over the outcome
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of treatment.
Increasingly, evidence is pointing to the family system as a
major factor in the development and maintenance of obesity, particu-
larly in children and adolescents. As of yet very little attention
has been focused on this factor. It is a contention of this study
that family systems theory introduces a new way of conceptualizing
this program which can perhaps indicate a new approach to solving it.
Family Systems Theory
There have been references throughout this study to family
systems theory and its applicability to the problem of obesity. The
purpose of this section is to present the reader with a background and
basic understanding of the theoretical framework of family systems
theory.
A distinction will be made, first of all, between family
systems theory and other family theory. There are forms of family
therapy which are based not on systems theory, but on psychodynamic
theory (Ackerman, 1958; Nagy and Framo, 1965). Since the intent of
this paper is to present a systems framework, they will not be repre-
sented.
Secondly, according to Guerin (1976), there are four types of
systems orientation: (1) general systems; (2) structural family
therapy; (3) strategic family therapy; and (4) mul tigenerational
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family systsms th6ory as dsvGlopGd by BowGn. For thG purposGS of this
papGr thG focus will bG primarily on thG structural model as repre-
sented by Minuchin. There is, however, a great deal of overlap be-
tween the strategic and structural models and therefore it is inevit-
able (and desirable) that writers from the strategic model should also
be represented. This is particularly true for Jay Haley and Cloe
Madanes, who bridge the gap between the two models and manage to serve
as a connecting link between all the strategic and structural models.
Family systems theory may be viewed as a new paradigm. It
is not simply a new method of psychotherapy or a new way of exolaining
the human psyche: rather it represents a major shift in the perception
and understanding of human problems and behavioral phenomena. It is
the only modern psychotherapeutic theory which does not have its roots
in the medical model or previous psychological theory (Madanes and
Haley, 1977), and therefore marks a discontinuous leap in the under-
standing of human problems. There are major differences between
family systems theory and individual theory, whether psychodynamic,
behavioral or experiential. These differences reflect more than con-
cern with the number of people in the room, the use of insight, or
the role of the therapist. They involve a fundamental reorganization
of the ways in which one perceives and explains the world and the way
people function within it. It assumes a connectedness between all
living things and sees human existence and behavior as comprehensible
*A paradigm is a theoretical shift from outmoded ways of
problem solving; a new way of organizing reality which attracts an
enduring group of adherents and which necessitates the development of
a new and specialized language (Kuhn, 1970).
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only when viewed within that context.
History of Family Systems Theory . Family Systems Theory traces its
roots to General Systems Theory. General Systems theory is a theory
which was developed by Von Bertalanffy, and postulates models,
principles, and laws applicable to all forms of generalized systems or
their subclasses (Von Bertalanffy, 1955). The theory represents a
broad range of disciplines and is seen as a unifying principle for
biological, physical, and social sciences.
Its translation into a theory and model of practice of therapy
came about essentially as researchers and clinicians began questioning
the interactional influence of families on psychiatric patients. The
communication project conducted by Gregory Bateson, Jay Haley and John
Weakland was a major force in the development of family systems
theory. The results of their work with schizophrenics and their
families resulted in a landmark paper, "Toward a Theory of Schizo-
phrenia" (1956), which dealt with the double bind and introduced the
concept of schizophrenia as a disorder of communication and interac-
tional processes.
Don Jackson, who later joined the project, shared the team's
interest in family influence and general systems theory. In another
landmark article, "The Question of Homeostasis" (1957), he introduced
and began to explore the curious phenomenon of family homeostasis.
The Bateson project disbanded in the early '60s, but research
and theoretical formulation continued in the development of family
systems theory. Jackson founded the Mental Research Institute in Palo
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Alto where he continued to work with Satir and Haley and which was
later re-established as a major center for Brief Strategic Therapy
by Watzlawik, Weakland and Fisch. Haley joined Minuchin in Phila-
delphia where they mutually influenced each other's work, Haley
bringing communication systems theory from MRI and Minuchin contribut-
ing the structural approach he had developed working with disorganized
families of delinquents (1967). It was through the work of these
early theorists and clinicians that general systems theory found it-
self transformed into the practice of therapy.
Key concepts from general systems theory . Although general systems
theory is very complex and rich and its development fundamental to
family systems theory, this paper will be selective in isolating and
presenting the concepts which are considered key in the development of
family systems theory and its application. These concepts are
organized wholeness, control, and circularity.
Organized wholeness . All open systems are characterized by
the attributes of organized wholeness: non-summativi ty , structure, and
hierarchy.
Mon-summativity is the basic concept in systems theory which
defines the system as having an identity greater than and separate
from each and all of its parts. Von Bertalanffy in explaining non-
surma tivity quoted from Aristotle: "The whole is greater than the sum
of its parts." According to this concept, one cannot understand the
whole by looking at one of its parts. Furthermore, the system is a
complex whole in which all parts are interrelated and change in one
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part affects the whole (Watzlawick, Beavin and Jackson, 1967).
Open systems are organized in specific arrangements of parts
within the whole, and this arrangement can be understood as the struc-
ture of the system. The structure is defined by boundaries and is
divisible into subsystems (Watzlawick et al
. , 1967; Steinglass, 1978).
Boundaries also define membership in the subsystems.
Open systems are also organized according to hierarchies
(Steinglass, 1978). Each system and subsystem is simultaneously a
whole and part of a whole and all are organized hierarchically in
relationship to each other.
Control . Another major concept from general systems theory is
that of control. Systems are self-regulating and governed by rules.
In order to survive and adapt, a system needs to maintain a careful
balance. There are two forces within a system that manage to control
the system by striving to maintain a necessary balance: homeostasis
and morphogenesis. These are regulatory processes which allow the
system to adapt and survive. Homeostasis is the process by which the
stability and equilibrium of the system is preserved. It tends to
return the system to a steady state whenever new information or influ-
ences are introduced to the system from the environment. Homeostasis
preserves the status quo and keeps the system organized and stable when
external forces threaten to change or disrupt it in some way. Homeo-
stasis maintains a stability and constancy within a carefully regu-
lated range. The flexibility and extent of that range is determined
by each individual system.
Morphogenesis is the mechanism which propels the system
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towards growth and change. It permits the system to take in new in-
formation and be influenced by the environment to change, grow, and
adapt.
It is important to note that both forces are necessary for a
viable system. Homeostasis is often thought of as a negative quality
(especially in clinical practice, where it has somehow become a
substitute for the term resistance). If the homeostatic function of
a system failed, there could be a resultant chaos and destruction of
the system as it continued to grow and expand and respond indiscrimi-
nately to external influences.
The mechanisms by which the processes are directed are feed-
back loops (Steinglass, 1978). This concept, contributed to general
systems theory by the study of cybernetics, explains the ways in
which the system is controlled in a circular manner. Feedback loops,
positive and negative, carry information in and out of the system and
function in an error-activated manner. They inform the system when
the homeostatic process is necessary in order to correct the "error"
or when morphogenesis is possible.
Circularity . This leads to a third major characteristic of
open systems: circularity. This concept explains that events do not
happen in a linear progression, events influencing each other in suc-
cession. Rather it explains that events occur in a circular interac-
tional way. This is a crucial differentiation between general systems
theory and other previous paradigms. The feedback loons create an
ongoing interaction within the system between information that goes
out and comes in, governing and responding simultaneously.
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Because no part of a system operates independently, and be-
cause events happen in an ongoing cyclical way, with all parts influ-
encing and being influenced by all other parts, it is impossible to
say where a cycle begins. Any attempt to isolate a specific point or
attribute responsibility or cause would be based on an arbitrary deci-
sion, for in an open system there are no beginnings or ending, just
endless continuing information and influence being fed in and out of
the system. This is perhaps the most difficult concept for Westerners
to understand and accept in systems theory. Western culture is based
on linear perceptions, logic, and languages which organize reality
around cause and effect, beginnings and endings. We are trained to
seek out causes and explanations for events and have difficulty
avoiding imposing value on the events v^e witness. Symptoms are
traditionally seen as the result of pathogenic relationships or
events, rather than as part of an interactional sequence and context.
It is difficult, in accepting this new paradigm, to discard the ways
in which we have learned to organize the world around us and our
perceptions (Sel vini-Palazol 1 i et al .
,
1978).
Bateson and Jackson refer to this imposition of order as "the
punctuation of the sequence of events" (Watzlawik et al .
,
1967, p. 54).
The punctuation is not inherent in interactions, it is our need to
organize that leads us to impose arbitrary divisions.
Family as system . When this model and its concepts are applied to the
family as a system it produces an entirely new framework for under-
In this section the characteristics of systemsstanding behayior.
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will be applied to the family.
Wholeness . As in all open systems, the identity of the whole
family is more than and different from a sum of its parts. Therefore,
according to this model, the family can not be understood by under-
standing and observing only one of its members, or even by hearing
about the family from one member. If one wants to understand the
interactional patterns of the family or even how one member functions,
the whole must be observed as a unit. All parts are related to all
other parts, and no single member acts independently. Change in one
member of the family affects all members and the family as a whole.
Symptoms, therefore, must be viewed within the context of the whole,
to understand their meanings and functions.
The whole family has a structure, and rules, and patterns of
interaction that differentiate it as a unit. This structure is
characterized by boundaries, subsystems and hierarchy.
Control . The family as a system is also self regulated,
governed by rules and characterized by the control processes of homeo-
stasis and morphogenesis. Jackson in his early article on homeostasis
commented on the "constancy . . . maintained by a continuous interplay
of dynamic forces" within the family. Jackson, in
Observing that the families of psychiatric patients often
demonstrated drastic repercussions (depression, psychosomatic
attacks, and the like) when the patient improved . . . pos-
tulated that these behaviors and perhaps therefore the
patient's illness as well were "homeostatic mechanisms,
operating to bring the disturbed system back into its
delicate balance. (Watzlawik, Beavin and Jackson, 1967, p. 134)
Will be explained in depth in a later section of this paper.
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Homeostasis keeps the family balanced and functioning as a
unit despite the onslaught of new information and influences being fed
into the system continuously. Negative feedback loops inform the
system of the need to reinstate the balance and minimize change
(Watzlawik et al., 1976).
Morphogenesis allows—or pulls--the family to move in the
direction of change and development. Morphogenesis is activated by
positive feedback loops and allows the family to open up and reor-
ganize, when new information is fed into the system, when change
becomes necessary to adapt to new situations. In a functional family
system both forces are operating to protect and support growth. In
a family system that is dysfunctional one may see a system that is
rigidly constricted in the range of change that is possible before
the homeostatic mechanism is activated. Such a family system would
respond to new information such as a therapeutic intervention or
developmental change with a powerful pull back to the status quo as
a response. Again it is important to mention that in order to survive
and grow, the family system needs a careful but flexible balance of
these two processes.
Ci rcul ari ty . According to this model, family systems are also
characterized by circularity. Minuchin, Rosman and Baker (1978) dif-
ferentiate between linear and circular models in the following way;
In the linear model, the behavior of the individual is seen
as sparked by the others. It presumes an action and a re-
action, a stimulus and a response, or a cause and an effect.
In the systems paradigm, every part of a system is seen as
organizing and being organized by other parts. An indivi-
dual's behavior is simultaneously both caused and causative.
A beginning or an end are defined only by arbitrary framing
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and punctuating. The action of one part is, simultaneously,
the interrelationship of other parts of the system, (p. 20)
Interactions between members of a family are circular--each
member has a part in the sequence which is to some extent governed by
the rules regarding interaction. Members choose to punctuate the
sequences according to their own subjective perceptions and interpre-
tations of events and thus create difficulties.
Family structure . These concepts of general systems theory and
family systems theory have been operationalized for study and therapy
of families by the theorists and clinicians who work with the
strategic and structural models. Again this review will be limited to
the structural model because it serves as the theoretical foundation
of this study.
Structural family therapy uses a contextual approach to human
problems, viewing the family as the most influential context and
symptoms as occurring within and in relation to, that context.
Families serve the purpose of protecting and supporting their members
while they perform the task of producing and preparing a new genera-
tion (Minuchin, 1974). The organization, or structure, of the family
describes the stable rules that guide the family in terms of accom-
plishing tasks and interacting with each other and the world.
Minuchin (1974) defines family structure as "the invisible set of
functional demands that organizes the ways in which family members
interact" (p. 151).
Subsystems . Each family consists of a number of subsystems.
These subsystems serve important functions in the family in terms of
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accomplishing certain tasks, such as raising children, and in terms
of protecting and supporting its members. Some subsystems are
generic such as marital, parental and sibling subsystems. Others are
idiosyncratic to each family and consist of groups formed according to
similarities in interests, generation, and sex, as well as inappropri-
ate cross-generational alliances. Each family member belongs to a
number of subsystems simultaneously. In addition, each individual
member is also a subsystem.
The marital subsystem is the first one formed in a family. It
is the coming together of two distinct family systems with all the
difficulties 'entailed in joining two separate family cultures (Haley,
1973). The specific functions of the marital subsystem depend in many
ways on the cultural context of the couple, which determines the defi-
nitions of the husband-wife roles. Minuchin suggests that the marital
subsystem serves as "a refuge from external stresses and the matrix
for contact with other social systems" (p. 56). It is within this
subsystem that each member gets emotional support and nurturance from
a peer.
In order to function effectively as a subsystem the couple
needs to learn to negotiate differences and accommodate each other's
needs and wishes. They need to learn to be separate within the rela-
tionship yet able to sacrifice some independence for the success of
the whole, and to function as a team. Flexible complementarity, the
ability to take different roles within the relationship and have
different strengths, needs to be developed. The couple needs to stay
connected with their own parents while first loyalty is to the spouse
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(Haley, 1973).
The parental subsystem is created with the birth of the first
child. The couple must adjust to the new definition and demands of
their roles as parents, and the addition of new subsystems. The
parental subsystem serves the function of raising children to adult-
hood. It is an executive subsystem with the responsibility of provid-
ing nurturance, control and guidance. The subsystem needs to be
flexible enough to adapt to developmental changes; for as the needs of
the children change, so should the balance of nurturance, guidance and
control. The parenting of a three year old has different requirements
than that of a fifteen year old.
The parental subsystem also needs to be flexible enough to
adapt to and incorporate extrafamil ial influences such as grandparents,
schools, and childrens' peer groups.
The parental subsystem is not limited to a set of biological
parents but can consist of a single mother and her parent, or a
parental child. As long as the tasks and responsibilities are clearly
defined, the identity of the members is not necessarily problematic.
The sibling subsystem is the situation in which children learn
interpersonal skills by playing, working and living with peers. They
learn how to "negotiate, cooperate, and compete" (Minuchin, 1974, p.
59) with each other. Children learn from experience with their sib-
lings how to relate with peers in both useful and not useful ways.
They learn how to handle unequal power, to nurture, teach and bully.
The individual is also seen as a subsystem and has his/her own
specific tasks to complete within the family and in the outside world.
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Boundaries . Boundaries are "the rules defining who partici-
pates and how" (Minuchin, 1974, p. 53). Minuchin sees the nature of
subsystem boundaries as one of the two aspects of family structure
"crucial in its functioning" (Minuchin et al
. , 1978, p. 56).
Boundaries need to be clear and firm enough to protect autonomy and
allow for the completion of subsystem tasks. They must also be per-
meable enough to allow access to non-members.
Boundaries around the marital subsystem must be clear so that
in-laws, children, friends, and outsiders do not interfere with
marital business, but permeable enough to prevent isolation by allow-
ing appropriate contact with non-members. The boundaries of the
parental subsystem need to allow the parents together and individually
to maintain relationships with the child in a way that doesn't invite
entry to the parental system. In this model it is not considered
healthy for children to perform tasks that are specific to the
parental subsystem (the exception is the parental child if she/he is
clearly defined as a member of the parental subsystem).
Boundaries around the sibling subsystem serve to protect
against unnecessary interference by parents. If parents consistently
interfere in quarrels, for instance, children will not learn to
negotiate and resolve differences. Such boundaries also allow chil-
dren privacy and the space to develop their own interests and skills.
There is also a boundary around the family as a whole. This
boundary is also significant in terms of healthy family functioning.
A rigid boundary prevents exchange with outside world and limits pos-
sibilities by keeping out necessary and growth-producing influences.
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On the other extreme, a family without a clear boundary has no way of
preventing inappropriate or harmful interference from the outside
world. It may find itself heavily burdened with the involvement of
public agencies and professional helpers, thereby losing its privacy
and autonomy (Coppersmith, 1980).
Individual boundaries also need to be clear and strong enough
to allow the individual room to grow and develop autonomy, and to
allow differentiation.
Minuchin views the clarity of boundaries as indicative of the
effectiveness of .family functioning. He presents a conceptualization
of family boundary functioning which exists as a continuum ranging
from enmeshment to disengagement. These terms do not signify value
judgment in terms of health and effectiveness of family function, but
simply a style of interaction. Enmeshment is characterized by
boundaries between individuals and subsystems that are so diffuse that
there is little differentiation between members or subsystems. Stress
on one member rapidly runs through the system, affecting all members.
Any change activates a powerful reflexive response. Members speak for
each other and intrude on each other in inappropriate ways. There is
an overinvolvement and concern for each others' well being. There is
little room in an enmeshed system for autonomy and an attempt at inde-
pendence can be experienced throughout the system as a threat to the
well-being of the family. Diffuse boundaries between subsystems lead
to hierarchical confusion.
Pi senqaqement is characterized by boundaries that are inap-
propriately rigid. Communication between subsystems is limited and
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members seem unresponsive to each others' needs. There is little
support or protection in these families and little sense of loyalty
to the family.
Both extremes of these styles are problematic. The optimum
style would be somewhere within the normal range continuum that allows
flexibility to members as situations demand. Clear boundaries that
are strong enough to protect but not so rigid as to constrict, allow
individual growth.
Response to change . The second aspect of family structure
which is "crucial" 'to the functioning of a family is "the way in
which it responds to change ..." (Minuchin et al
. , 1978, p. 58).
The "flexibility" or "rigidity" of the family are terms which address
the ability of the family to receive and adapt to new information.
Very rigidly organized families may be unable to adapt to new situa-
tions by changing their organization. More flexible families can
respond to the demand for change with more ease in reorganizing.
There are a number of changes which challenge families in the
course of their existence. Demand for change can come from without,
resulting from the interaction of the family with the outside vyorld;
or from within, as in developmental or membership changes, and idio-
syncratic stresses. Because the family is a system within other
systems, and because all systems interact, Minuchin pays close atten-
tion to the context of the family and the interaction between family
and environment.
Families are subject to stress from extrafamil ial sources.
When one member of the family is subjected to external stress--at
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work, school, socially, the other family members are affected in a
number of ways. They may support him, they may be stressed by him,
life styles and patterns may have to shift. The key concern which
determines the well-being of the family is the way in which they
respond to the stressed member.
The whole family may also experience stress from the outside
world. Financial problems, discrimination, poverty, poor living con-
ditions all strain a family's ability to cope. Public agencies and
professional helpers also stress the family as they invade privacy,
make rules about the family and even divide the members. Some of
these families are functional: it is their involvement with the larger
system that is dysfunctional. In cases like this it becomes the role
of the therapist to work at interface. A family may respond to ex-
ternal stress by attempting to adapt to it or by rigidifying, and it
is this response which is crucial.
Families are also subject to internal stress. Idiosyncratic
problems stress families (Minuchin, 1974). Physical handicaps, ill-
ness, accidents, all present problems whether temporary or permanent,
and make unusual demands on a family.
Membership changes, whether part of a development cycle or
idiosyncratic, also present powerful stress for families (Hoffman,
1980). Births, deaths, divorce, remarriage--all are stressful in that
they force restructuring of the family by adding or subtracting members.
One of the major sources of internal stress, and a challenge
to the family's ability to adapt, is the natural developmental cycle
of the family. Demands made on family and individuals change as the
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family progresses through stages in time. Inability to respond
flexibly and appropriately to these changes, to reorganize and rede-
fine rules leads to disturbances (Haley, 1973). All families experi-
ence stress at these transition points: most can resolve them. Some
families approach the changes so rigidly that they are unable to
change but continue to respond in increasingly dysfunctional ways.
Haley (1973) suggests that symptoms are a result of a family's dif-
ficulty in making a transition in the life cycle. Hoffman (1980)
further develops this theory, suggesting symptoms serve as a warning
signal that* the transition is too threatening to the family and rep-
resents "a compromise between pressures for and against change" (p.
61). In a family unable to negotiate the developmental stage, a
young adult about to leave home might become symptomatic in order to
leave but not to leave. There is some evidence which suggests that
family transitional stages are a major precipitating event in the
development of symptoms (Hoffman, 1980; Haley, 1973; Minuchin, 1976).
The family life cycle as described applies primarily to two
parent middle class families. Other families experience different
transitions that produce stress (Carter and McGoldrick, 1980).
Each developmental stage presents specific tasks and neces-
sitates changes in the rules and structure of the family.
During the courtship stage the young couple begins to shift
primary allegiance away from the family of origin to a peer in a
significant intimate relationship. Marriage represents a new stage.
The couple is faced with the tasks of establishing a new system: de-
veloping rules for their interactions, redefining their relationships
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with extended families and friends (Carter and McGoldrick, 1980). The
birth of a child introduces the phase of childbirth and early child-
rearing, another transition in which the couple have to redefine them-
selves as parents as well as husband and wife. Rules which may have
worked well when the system was a dyad need to be redefined for the
inclusion of a third, and possibly more, members. Relationships with
the outside world may change if mother changes her life-style. The
system must accommodate the new roles of grandparents.
It is a common stressful point when the child starts school.
In most families it represents the first time the child becomes in-
volved with peers outside the home. In families which are enmeshed
and have strong rules about outsiders or where the child is involved
in a cross-generational coalition with a parent, this normal leave-
taking could be experienced as an abandonment and betrayal of the
family (Haley, 1973).
The fourth stage is middle marriage. Children are entering
adolescence and as they become more independent parents are needed
less. The mother may need and want more than child-rearing. Parents
must shift from that earlier kind of parenting (nurturance, guidance
and control) to give more age appropriate independence and responsi-
bility to children. They must recognize the importance of peer group
and its "intrusion" on the family. Conflicts between parents may be-
come more obvious as the primary emphasis begins to shift back from
the parental to the marital subsystem. Many parents begin to re-
evaluate their lives, and divorce is not an uncommon response to the
conflicts. Haley (1973) suggests that the "adolescent turmoil can be
seen as a struggle within the family system to maintain the previous
hierarchical arrangement" (p. 59).
Of all the transitions, perhaps the most difficult is that of
launching adolescents. As the chi Idren begin to leave home and establish
allegiances outside the family, the couple is left alone again.
Couples who have related to each other only as parents for years are
faced with having to reestablish the marital relationship. They may
have difficulty in communicating with each other. At this point some
families attempt to solve the crisis by having the young adult become
symptomatic. Haley (1980) suggests that "the function of the failure
is to let the parents continue to communicate through and about the
young person, with the organization remaining the same" (p. 31).
Haley contends that as long as the child continues to remind his
parents that he is a failure at life, they will continue to be able to
communicate through him, focus on him, and avoid whatever issues be-
tween themselves that are threatening. For a thorough and excellent
presentation on this stage, the reader is referred to Haley, Leaving
Home
,
1980.
The final stage is that of retirement and old age. Events at
this stage may include becoming grandparents, retirement, illness or
death of a spouse. One of the major difficulties at this point is the
feeling of uselessness. As parents become older or ill the question
of care comes up and the family may become involved in the painful
process of deciding residential placement.
This guideline is not intended to represent every family, for
each individual family has its own idiosyncratic influences and stress
86
points, as well as strengths and weaknesses. Some families have no
difficulty with transitions involving the first child, but cannot
negotiate around those involving the last child. Different families
may find different transitions stressful. Many family crises which
are a result of difficulty in negotiating transitions require help
but families are able to make the transition. Others need more in-
tensive help when they rigidify in response to stress in dysfunctional
ways.
Hierarchy . Minuchin does not explain the concept of hierarchy
in his work, he merely implies it. He speaks of parental authority,
saying "There must be a power hierarchy, in which parents and children
have different levels of authority" (1974, p. 52) and the need for the
therapist to "support the differentiated allocation of power" (p. 145).
He does not develop this much beyond stating the needs for clarity and
appropriate boundaries. The task of explaining the structural/
strategic approach and theory of hierarchy falls to Jay Haley and
Cloe Madanes.
Haley (1977) considers hierarchy an inherent part of any
natural group and argues that the question is not whether or not
hierarchy exists, but whether or not it is dysfunctional. He stresses
that "hierarchy is maintained by ^ the participants" (1978, p. 102)
of the system, and that it is not a situation that in itself denotes
value. Groups in which no clear hierarchy has been established are
marked by struggles and conflicts around defining the hierarchical
structure. When established, a clear hierarchy allows the individual
to attend to other, more useful business. Haley believes that
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malfunctioning hierarchies produce pathology. An example of a mal-
functioning hierarchy would be a stable coalition across generational
lines, or a situation in which children make rules for the family or
have equal or more power than the parents.
Madanes (1981) discusses the issue of hierarchy in couples'
relationships. She suggests that all couples need to negotiate the
ways in which they will handle responsibility and control in their
*
relationship. In most relationships there is a division of responsi-
bility and control between the partners for different areas in their
shared lives. In some marriages or relationships, however, the
balance of power may be unequal between the partners in a way that is
unacceptable to one or both of them. In situations where couples are
involved in conflict in what could be understood as a struggle over
balance of power, i.e., who is "in charge" of the rules of the rela-
tionship, Madanes suggests that a symptom can be a way of balancing
power. She describes relationships with such an organization as
"incongruous hierarchies."
In an incongruous hierarchy, both partners are in a position
that is " simul taneously inferior and superior" (Madanes, 1981, p. 31).
The non-symptomatic partner is in a superior position in that s/he is
apparently strong, healthy and non-symptomatic. S/he is in a position
of helping and giving advice to the symptomatic partner. The "normal"
partner is also, at the same time, in an inferior position, because
the symptomatic partner refuses to respond to help and advice. (This
*Althouah Madanes uses the term "spouse," it is important to
note that this concept applies to all couples, whether or not they are
married or heterosexual.
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refusal is generally covert, for the symptomatic partner frames non-
compliance in terms of his/her "inability" to control the symptom.)
The symptomatic partner is in a superior position by virtue
of the control s/he has over the relationship because of the symptom.
Couples find that their lives are circumscribed by the symptom: they
can not participate in social activities, visit relatives, have sexual
relations, etc., because of the symptom. This power, and the power to
not be influenced or "cured" by the non-symptomatic partner, give the
symptomatic partner a position of superiority. At the same time, how-
ever, the fact that s/he is symptomatic places this partner in an
inferior position. Madanes stresses that it is the existence of these
two hierarchical organizations simultaneously that creates the dys-
functional sequence. The couple can become trapped in this arrange-
ment, for
If the symptom improves, both spouses stand to lose power in
relation to each other, since equality is maintained by
simultaneously defining both members of the dyad as inferior
and superior to each other. If the symptomatic behavior dis-
appears, the spouses go back to the struggle over the division
of power that originally led to the aopearance of the sympto-
matic behavior. They may struggle over this issue for some
time until a symptom develops which once again will be an
attempt to change the hierarchical arrangement and balance
the division of power, (p. 31)
Madanes states that this incongruous hierarchy develops as a
solution to an imbalance of power, when the "one-down" partner becomes
too powerless and the one-up partner too powerful. The function of
such an arrangement is the stabilization of the relationship and the
avoidance of threats of conflict and separation. The problem vn’th
such a solution, other than the development of the symotom, is that
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the detouring of their conflicts over power prevents the resolution of
the very conflicts that maintain it.
A similar arrangement can exist between parents and a child,
if the child is symptomatic. When both parent and child are in
simultaneous positions of inferiority and superiority, then this
creates an incongruous hierarchy. If the parents have lost all con-
trol and occupy an inferior position, then it is considered a hier-
archical reversal.
Madanes stresses that hierarchy exists in all organizations,
and reiterates that hierarchy is necessary not only for purposes of
control and influence, but for nurturance, protection and support as
wel 1
.
Assessment . Because family systems theory is a new paradigm,
it requires a new language and v/ay of organizing perceptions.
Minuchin (1974) has developed a method of assessing families
based on the concepts of structural family therapy. This method dif-
fers from traditional psychiatric diagnosis in a number of ways:
(1) it is fluid rather than static, as it assesses the ways in which
people interact over a period of time and changes as the family
changes; (2) it is based on observation and current information rather
than on self-report and history; (3) the therapist is able to
hypothesize about the families only by joining (Minuchin, 1974) and
by intervening (Haley, 1978; Palozolli, 1978). The therapist is part
of the system and it is only by testing hypotheses about the family
that information regarding their structure, rules, and sequences is
obtained. Influence of the therapist must be accounted for in
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assessing the family (Minuchin, 1974; Haley, 1978).
The assessment is based on information from six major areas;
(1) the family's structure and preferred transactional patterns;
(2) the family's flexibility and capacity for restructuring, which
is assessed in terms of responses to interventions and changes; (3)
boundaries between individual members and subsystems, i.e., where on
the continuum from enmeshed-disengaged; (4) life context of family:
sources of support and stress; (5) family developmental life stage;
(6) ways in which symptoms help to maintain the family's preferred
transactional patterns (see Appendix A).
The Use of Structural Family Therapy in the Study
of Psychosomatic Illness in Children
The study of psychosomatic illness is a relatively new field
in medicine and psychology. It is only within the last century that
researchers have begun to look at illness as a complex interaction of
body and mind. Within this new field the traditional approach to
understanding psychosomatic symptoms has been a focus on the rela-
tionship between the individual's emotions and physical responses.
Studies have focused on the personality of the psychosomatic patient
with the intent of correlating soecific personality types with spe-
cific symptoms (Ruesch, 1948). Occasionally, the focus has extended
from the individual to the relationship between the individual and the
mother, but the mother is seen as pathogenic, the symptom a result of
the bad mothering, and the locus of pathology still within the indi-
vidual. Although some researchers have begun to study the relation-
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ship between the individual and the context in psychosomatic illness,
the focus therapeutically continues to be on the individual, ignoring
the interplay between the individual, the symptom, and the context.
There is a difference between recognizing the influence of the context
and understanding that the patient and the illness are an integral
part of the context.
As research in family therapy and theory has grown, the study
of psychosomatic illness has come to include the study of symptoms
within the context of the family. There has been a new interest in
understanding illness in an ecological framework. Family therapy,
especially structural family therapy, has been useful in understanding
and treating psychosomatic illness in children. There has been a
shift in focus from the individual to context as the locus of path-
ology and as a result "a less restricted conceptual model . . . has
directed investigators to a better understanding of psychosomatic
syndromes and to the discovery of more effective treatment tech-
niques" (Minuchin et al
.
,
1979, p. 319).
There have been a number of studies investigating the rela-
tionship between family dynamics and psychosomatic illness. Selvini-
Palazolli, (1978), Barcai, (1971), Leibman et al . (1976), and Minuchin
et al. (1978) have studied anorexia nervosa from a family systems per-
spective. Weblin (1968), Leibman et al. (1976) and Minuchin et al
.
(1978) have studied asthma; Minuchin et al . (1975, 1978) have studied
juvenile diabetes; and Jackson and Yalom (1966) have studied ulcera-
tive colitis. Weakland (1977) has stated the need for more research
on psychosomatic problems from a family systems perspective. For the
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purposes of this study, only the work of Minuchin and his associates
will be reviewed because it is structural family therapy, which serves
as a framework for this research.
Minuchin' s model of the psychosomatic family
. In a 1975 article
Minuchin, Baker, and Rosman first presented a family model of the
structure and transactional patterns of families in which there were
psychosomatical ly ill children. They developed this model based on
their clinical work with such families. They postulated that three
factors were necessary for the development of psychosomatic illness in
children: physiological vulnerability; a set of certain transactional
patterns in the family; and the function of the child in a conflict-
diffusing role within the family.
Physiological vulnerability . In terms of physiological vul-
nerability, Minuchin et al . differentiated between primary and
secondary psychosomatic illness. They use the term "primary psycho-
somatic illness" to refer to an illness which has physiological
origins but is exacerbated by emotional stress (such as diabetes and
asthma). The term "secondary psychosomatics" is used to refer to a
condition which is not physiological in origin but in which the "psy-
chosomatic element is apparent in transformation of emotional con-
flicts into somatic symptoms" (p. 1033). Anorexia nervosa is such an
illness. In primary psychosomatic illness, symptom selection is a
result of pre-existing conditions. In secondary psychosomatic illness
the symptom choice is idiosyncratic for each family. The writers
found high levels of hypochondriasis in both kinds of families, and in
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the families of anorectics found a high level of concern with matters
of food and eating. Because there is a great deal of confusion and
controversy about the physiological origins and components of obesity,
its designation as primary or secondary is not easily made. For the
purposes of this study, obesity v/ill be considered a secondary psycho-
somatic illness.
Transactional patterns . Minuchin et al . defined and reported
a set of four transactional patterns which they observed in these
families: enmeshment, overprotectiveness, rigidity, and a lack of con-
flict resolution.
Enmeshment, "an extreme form of proximity and intensity in
family interactions" (Minuchin et al., 1978, p. 30), was marked by
diffuse boundaries between individuals and between subsystems. Members
were extremely responsive to each other, and oversensitive to each
other's moods. They were intrusive, commenting freely on each other's
thoughts and feelings, speaking for each other, and over each other.
They had poorly differentiated perceptions of themselves and each
other. They spoke globally about family members, rather than as indi-
viduals. There was a low tolerance for differences and autonomy.
Dyadic interactions, especially conflictual, were diffused by a third
person. There were frequently shifts in alliance. Diffuse subsystem
boundaries led to a confused hierarchy, with children becoming in-
appropriately involved in parental interactions and parents involved
in sibling interactions
Overprotectiveness was marked by a considerable concern for
the well-being and health of members. Members exhibited a great sense
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of responsibility for each other, and responded quickly to any indica-
tions of illness or discomfort. Criticism or negative remarks were
softened by pacifying behaviors. There was an obsession with issues
of health and protection. There was a great deal of nurturant
behavior and behavior eliciting nurturance.
Rigidity was marked in these families by difficulty in re-
sponding to demands for change. Change was experienced as a threat
to the family and the more they were asked to change, the more rigidly
they held on to their preferred patterns of interaction. They were
i
families who had difficulty in adapting and negotiating change points,
whether external or internal.
Conflict avoidance was a major theme in these families. There
was an inability to negotiate and resolve conflict. Each family had
its own idiosyncratic ways of avoiding conflict and/or conflict reso-
lution. Some denied conflict, some were involved in constant fighting
but without ever reaching resolution due to interruptions or topic
shifts.
Function of the child as a conflict diffuser . The third factor
in the development of psychosomatic illness within the family is the
function of the sick child as a conflict diffuser. The families had
developed a triadic arrangement in managing conflict between the
parents, with the child inappropriately involved in parental conflict.
There v;ere three ways in which the families organized with the child
involved in diffusing parental conflict: parent-child coalition or al-
liance; triangulation; and detouring.
In a parent-child coalition, the child is rigidly aligned in a
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stable cross-generational alliance with one parent against the other.
The other parent is peripheral, and the degree of his/her involvement
varies from family to family.
In triangulation, the child is in a cross-generational al-
liance with each of her parents against the other. This is a particu-
larly difficult position for the child, for whenever s/he aligns with
one parent it is seen as a betrayal of the other parent.
In detouring, the parents are able t6 maintain an illusion of
harmony by diverting their conflicts by uniting to either attack or
protect the child. The child's illness allows the parents to avoid
dealing with their conflicts by presenting a concern that takes
priority.
Minuchin found that in each family the child was involved in
diffusing conflict in one or more of these triadic structures.
Development of symptoms . Minuchin saw family developmental
stages as precipitating events in the occurrence of psychosomatic
illness. The need to move to a new organization to accommodate de-
velopmental changes threw the families into disequilibrium. The
symptom served as a way of stabilizing the system and of avoiding the
need for change in a rigidly organized family. Minuchin suggests that
The child, feeling the stresses within the system, responds
with symptoms that may be utilized as a detouring mechanism.
The family unites in concern and protection, and thus rewards
the symptom.
At each crossroad when a family member meets conflicting
demands from the familial and extrafamil ial , the stress in the
family may be expressed in psychosomatic terms by the sick
child, (p. 1036)
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Because the family system is an open system there is constant inter-
action and feedback between parts of the system. Once the symptom
appears it becomes part of the family organization and influences the
family structure as it in turn is influenced. Members of the family
respond to the illness by becoming more protective and controlling,
and the way the family, including the sick child, organizes around the
symptom serves to maintain it.
Treatment program . Minuchin developed a family therapy treat-
ment program for these families. The therapists worked collaborative-
ly with pediatricians in a comprehensive program which included
medical and behavioral management as well as family therapy. Working
with families of anorectics, superlabile diabetics, and intractable
asthmatics, they produced improvements and remissions in most cases.
Further studies . Later studies supported the team's hypotheses about
psychosomatic families. Liebman, Minuchin, Baker, and Rosman (1976)
reported the results of a study involving twenty-five families of
chronic asthmatics. They found that the profile of the psychosomatic
families which they had presented earlier was also applicable to
families with asthmatic children. They again emphasized the import-
ance of working collaboratively with pediatricians. They further out-
lined three phases of treatment in family therapy with psychosomatic
families: (1) the alleviation of the symptom to prevent its use in
conflict detouring; (2) changing patterns which maintain the symptom,
and (3) changing the family structure to prevent recurrence of that or
any other symptom. The results of structural family therapy were
97
reported as highly successful and included significant improvement in
intensity and frequency of attacks, decrease in the use of medication,
and the normalization of the child's lifestyle at home, at school, and
with peers.
Psychosomatic families . In 1978 Minuchin, Rosman, and Baker published
Psychosomatic Families
, a report on the results of their ten year
research project studying psychosomatic illness in children. Having
developed a model of the family of psychosomatically ill children from
their clinical work, the authors set out to formally test their
hypotheses
.
The team worked with 45 families: eleven families with
anorectics, 9 families with superlabile diabetics, and ten families
with asthmatics. There were two control groups: one had seven fami-
lies with children who were diabetic but not psychosomatic; and one
had eight families with diabetic children who were not psychosomatic
but who had behavior problems.
An interview which incorporated the Family Task was developed
to test out the hypotheses about family interactional patterns. The
Family Task was based on the Wiltwyck Family Task developed by
Minuchin et al
.
(1967) and consisted of a series of tasks the family
was directed to complete together (planning a menu, for instance).
These interviews were videotaped for later review and assessment by
raters according to the format designed by the researchers.
A Family Diagnostic Interview was devised to evaluate the role
of the child in diffusing conflict between the parents. This
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interview was also used to measure the child's physiological response
to parental conflict. Changes in FFA (free fatty acids) were moni-
tored in the diabetic children during the course of this interview.
All interviews were again videotaped for later assessment.
One of the problems in this research has been the unavailabil-
ity of the analysis format and data. It has been difficult to
replicate or evaluate the study because of this. The report is cur-
rently in the process of preparation and should be available in the
near future (Rosman, 1981).
Findings
. The normal families differed greatly from the other
two groups. They had clear, well defined interpersonal and subsystem
boundaries. The psychosomatic families had the most diffuse inter-
personal and subsystem boundaries. The normal families were able to
state differences of opinion and to have open conflict that resulted
in resolution. The families with behavioral problems diffused con-
flict, but expressed it openly and more often than did the family with
psychosomatic children. The psychosomatic families had a wide variety
of conflict diffusing techniques and were more likely to deny conflict
than the other two groups.
In the normal families the spouses were able to deal with each
other directly and in terms of their marital relationship. The psy-
chosomatic families dealt with each other primarily as parents and not
as spouses. The introduction of the child into the interview did not
interrupt the normal parents from their marital interaction, but the
psychosomatic parents responded to the entrance of the child by shift-
ing the focus of discussion totally to the child and issues involving
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him/her. In the psychosomatic families the parents and the child were
clearly involved in triadic management of conflict, with the child
functioning to divert or diffuse conflict.
The measurement of FFA in the diabetic psychosomatic children
during this interview showed an extreme elevation and slow "turn-off"
period during parental conflict. The non-psychosoma tic children did
not show this elevation. This provided clear evidence to the re-
searchers of the physiological response to parental conflict in
psychosomatic children.
The team found validation of their earlier hypotheses about
the profile of the psychosomatic family and the transactional pat-
terns which maintain the system.
Treatment . The researchers devised a therapeutic treatment
based on their findings which v^as aimed at changing sequences which
supported the symptom. The first step was symptom remission, and
to this end the therapist worked in conjunction with a pediatrician
and the hospital if the medical situation was serious enough to
warrant hospitalization. Thorough medical evaluations were made,
and a comprehensive program incorporating medical and behavioral
management as well as family therapy was devised. An attempt was
made, whenever possible, to use the medical and behavioral management
techniques strategically with the family therapy setting.
Family therapy had as its goal the creation of "alternative
modalities of transaction" (p. 93) for these families with very rigid
organization. In order to do this, the therapist had to challenge the
family's preferred patterns of interaction, primarily enmeshment.
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overprotection, conflict avoidance, and rigidity. The view the
family had of the problem, that it was all the problem of the identi-
fied patient, was also challenged, and reframed as a family problem.
A very dramatic therapeutic intervention, the family lunch
session, was developed in working with anorectics. By having the
family bring into the therapy session the problem they were having in
making the girl eat, the therapist was able to "transform the issue of
an anorectic patient into the drama of a dysfunctional family" (p.
120). The researchers found that frequently the anorectic began to
eat during or shortly after the family lunch session.
Outcome . Of the 53 anorectic cases involved in family therapy
over seven years of the study, 3 dropped out after the first or second
interview. The remaining 50 were in treatment for a period of 2 to
16 months. On the basis of remission of symptoms and psychosocial
functioning, the researchers report a success rate of 86% recovery.
With average success rates prior to this study estimated at between
30 and 60%, these results are truly impressive.
Results in the family therapy of all three psychosomatic
illnesses (asthma, anorexia, and diabetes) was above 80%.
By extending the focus from the individual to the individual
within the context, therapeutic interventions which have a much higher
rate of success can be designed. The work done by Minuchin and his
colleagues serves as a model and support for future investigations in
psychosomatic illness. It is suggested here that viewing obesity from
this perspective may also lead to more effective therapeutic interven-
tions and treatment.
CHAPTER III
METHODOLOGY
Description of Research Methodology
This study employed the case study method of investigation.
The case study method is an intensive investigation of a small
sample and is an accepted method of research, particularly for
pioneer studies in a field (Van Dalen, 1973; Nisbett and Entwistle,
1970; Good, 1959). It is considered a means whereby researchers
can isolate and identify significant factors for future research
and investigation (Van Dalen, 1973; Sax, 1979; McAshan, 1963) and one
that affords "insights that will help . . . formulate fruitful
hypotheses. . . ." (Van Dalen, 1973, p. 210).
Viewing obesity as a function of a family system is a new
approach to the problem and little research has been undertaken in
the area. Because of this, it is suggested here that a preliminary
inquiry into the problem was needed in order to identify and
describe phenomena and generate hypotheses. Therefore this study
was intended to be exploratory, in part because it was considered
premature to offer hypotheses at an initial stage when it was
"difficult to determine which factors are relevant to the phenomenon
under investigation" (Sax, 1979, p. 79), and also because it is
suggested that formulating hypotheses at this stage might prevent
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"wide-ranging but careful screening of the terrain ..." (Weakland,
1977, p. 382). Weakland suggests in his article "Family Somatics--
A Neglected Edge" (1977) that studies investigating the relationship
between family systems and physical symptoms be "exploratory and
flexible, guided by general principles rather than rigid prescrip-
tions" (p. 382). He cautions that "any attempt to predetermine just
what must be viewed and the means of viewing it is apt to be not only
useless but self-defeating" (1977, p. 382).
The results of this case study are qualitative and descriptive.
Although there is a risk of bias, lack of precision, and inability
to generalize, the case study is considered worthwhile due to the
wealth of data it provides (Van Dalen, 1973). Furthermore, the
criticism regarding non-general izable findings is not truly relevant,
for "this criticism misjudges the goals of small -numbers and quali-
tative research, which aims at description and the formulating
theoretically relevant generalizations" (Piotrkowski , 1978, p. 290).
Qualitative and descriptive data are considered most useful in
studies that seek to "examine the general nature of phenomena" (Van
Dalen, 1973, p. 195); provide a detailed and intensive description
and analyses of a unit (Sax, 1979; McAshan, 1963); and indicate
areas for future research (McAshan, 1973; Good, 1963; Van Dalen, 1973).
Selection of Subjects
Five families were selected from among the families who came
to the Weight Control Program at Children's Hospital Medical Center
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in Boston. All five families selected had a daughter between the
ages of 11 and 14 who was diagnosed obese. The diagnosis of obesity
was made by the Weight Control Clinic medical staff.
The researcher contacted the families of all girls between
the ages of 11 and 14 who were scheduled for intake appointments at
the Clinic between February and May 1981. Of these eighteen
families, 13 agreed to participate in the study; of these only five
were included. Of the eight who were not included, two were ex-
cluded because the daughters were not the right age; two were
excluded because a change in scheduling put their intake appointment
beyond the deadline date; two families dropped out of the program
before their intake appointments; one family was considered to be in
crisis and was referred for therapy; and one family dropped out of
the study after the first interview.
Of the five who did not agree to participate, three had been
contacted by letter and did not respond; one spoke no English and
was excluded on that basis; and one refused to participate.
The families were chosen without regard to socio-economic
status, education, ethnic background, or referral source.
Of the five families, two were Jewish, two Protestant, and
one a mixed marriage with one Jewish, one Protestant parent. One
father was a professional, two were businessmen, and two were blue-
collar workers. One family was on welfare. One of the mothers
worked in her husband's business, one did temporary, cl erical work,
the other three were homemakers.
Most of the families contacted were interested in the study
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and eager to help. They expressed a willingness to talk about the
problem and a hope that by doing so it would benefit others.
Procedure
Families who were scheduled for intake appointments at the
clinic were screened by the researcher. Families found to be
appropriate for the study were contacted. The study was explained
to them and their participation was requested. A conjoint family
interview with the researcher was then scheduled for the hour before
the intake appointment. At the intake appointment the daughter was
seen by the medical staff of the Clinic. She was given a thorough
physical examination and was either prescribed a diet or asked to
cut down on her intake and keep a food diary. In all cases a diet
was prescribed at the first or second clinic appointment. The girl
continued to be seen weekly or biweekly at the Clinic.
One to two weeks following the initial visit the family re-
turned for a second interview with the researcher. A third interview
was held three weeks after the second.
All first interviews were conducted at Children's Hospital
Medical Center in Boston. Second and third interviews were held at
Children's Hospital, the Cambridge Family Institute, or the family's
home
.
All family interviews were video- and audio-taped. The
researcher explained the use of recording equipment at the beginning
of the study and introduced the research assistant who taped the
interviews
.
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An informed consent form, approved by the Hospital Consent
Coirmi ttee, was explained in full by the researcher, and was signed
by a parent in the presence of a witness (see Appendix 0).
Since the goals and structure of the interviews were re-
search-oriented and not therapeutic, any families found to be in
crisis or serious distress were referred for therapy.
Data Collection
A series of three conjoint family interviews were used to
collect data. The interview format was chosen in order to provide
for observation of family interactional patterns and to follow the
family's response to the diet. The problem-focused family interview
is an accepted means of providing information about families
(Minuchin, 1974; Haley, 1976; Watzlawick, 1966; Weakland, 1977).
Weblin (1968) has stated that "the family interview, observed and
recorded, is the only way we have of putting the understanding of
family interaction on a scientific footing" (p. 66). Weakland
(1977) suggests that research on family interaction in psychosomatic
problems should utilize
direct observation of interaction related to illness rather
than collection of masses of discrete data by question-
naires, for instance. This might be begun by interviewing
and observing at length a small sample of families with
a member having a particular sort of illness and simply
looking for any discernible patterns of interaction
they have in common--as a first step (p. 382).
The potential problem of observer effects was not a major
concern in this study. While attempts were made to minimize the
influence of the researcher by not making direct therapeutic inter-
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v6ntions, it wds not possiblo to dvoid intorporsondl influonco.
Minuchin and Fishman (1981) suggest "Dismissing the fantasy of an
objective therapist and a permanent reality.
.
. (p. 80) because
family systems therapists and researchers "know that the act of
observation influences the material observed, so that they are
always dealing with approximate and probable realities." (p. 80)
Furthermore, in structural family therapy the interaction between
the family and the therapist is seen as diagnostic. Weblin (1968)
suggests that an interview setting "where the observer is either
behind a viewing screen, or if present is not striving strenuously
to interview qua therapist. . .
.
yields extremely rich materials.
The interactional contribution from the observer is diluted greatly;
his presence is not irrelevant but it can be reasonably portrayed as
contributing to an interactional situation which is a paradigm of.
the complex relationship of the family with the outside world. . . ."
(p. 66).
It was also assumed that the interview itself was an inter-
vention (Minuchin, 1974). For some families it was the first time
they discussed the problem with each other openly. It was also
possible that the questions asked, the focus of the interview, and
the responses of the researcher had an impact on the family and may
have caused them to respond differently to each other and to the
problem.
Furthermore, it was assumed that although the families may
initially have tried to present a certain picture to the researcher,
in time their preferred patterns of interaction would assert them-
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selves. It is the nature and power of family patterns that "systems
will reveal themselves even in the ways in which they try to change
or conceal themselves" (Piotrkowski
, 1978, p. 306).
A major component of the study was the prescription of the
diet by the staff of the Clinic. It was assumed that by asking the
family to act on solving the problem, more information could be
gathered regarding their usual interactional patterns vis-a-vis the
symptom (Haley, 1978; Minuchin, 1974; Watzlawick, 1977) and the
response of the system to an intervention could be observed.
The first interview with the family lasted approximately one
hour and was based on the problem-focused interview described by
Haley (1976). It began with an initial social stage in which the
researcher explained the study, established rapport with the family,
and endeavored to help them feel at ease. The researcher then moved
to a problem stage. During this stage the researcher asked a series
of questions pertaining to the problem and directed the family to
interact with each other regarding the questions. The questions were
based on Weakland's (1977) suggestions for family somatics research.
The following were the questions explored during the first
interview:
1. How did they decide to come to the Clinic?
2. Has their daughter received prior treatment for obesity?
3. Who first noticed it was a problem?
4. Who thinks it is a problem? Who doesn't?
5. What have they tried to solve it?
How do they manage meals in the family?6.
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7. Who else (family, friends, professionals) has been involved?
8. Who talks about it and with whom?
9. What is their view of the cause?
10. Have they had any other problems with this child?
Other family members?
11. How would things be different without this problem?
12. If the problem is not solved, what will happen?
This was a basic format for the interview; flexibility in
terms of sequence of questions, phrasing, and inclusion was necessary
in order to accommodate the unique language and style of individual
families
.
The second and third interviews were also approximately one
hour in length. The following questions were asked:
1. How is the girl doing on her diet?
2. Who is managing the diet? Who is helping her, and how?
3. How is the diet affecting other members of the family?
4. What changes have occurred?
5. If she is not losing weight, what do they think is the
reason?
The questions asked were intended not only to gather content
information about the family's response to and understanding of the
problem, but more importantly, to elicit interaction betvveen the
family members in order to observe and assess their patterns.
All interviews were videotaped for later analysis and were
not examined until all interviews were completed in order to minimize
inadvertant research influence on subsequent interviews.
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Data Analysis
Upon completion of all the interviews, each series of tapes
was viewed by the researcher and two additional raters. The raters
were advanced doctoral students familiar with structural assessments,
and who were practicing family therapists. In order to reduce
subjective bias they were given no information about the family or
the success of the diet that was not available in the videotapes.
Each of the raters and the researcher viewed the tapes and completed
an independent structural assessment of the family based on the
videotaped interviews.
Although this study was intended to be exploratory, the sheer
number and complexity of family interactions made it imperative that
the raters be provided with a framework for organizing their observa-
tions and assessments of the families. Therefore as assessment
format was provided based on the structural family therapy concepts
developed by Minuchin (see Appendix A).
A collaborative discussion, which was audiotaped, followed
completion of the individual assessments, and provided another level
of analysis. The raters and researcher shared their observations
and hypotheses. Raters vyere in agreement about major structural
points: the collaborative discussion contributed additional, not
contradictory information. It allowed for development of the themes
in more detail, and generated hypotheses about the family.
The researcher reviewed the video-tapes to further develop
and refine the assessments.
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The researcher integrated the observations of all three
raters, incorporating individual and collaborative assessments.
Since few significant differences between raters occurred, the
researcher reported the synthesis. In the cases where there were
differences, the additional observations are also included.
The reports on each family assessment are presented according
to the following format:
1. Description of the Family
2. 'Description of the Problem
3. Nature of Boundaries
a. Interpersonal
b. Subsystem
c. With the outside world: the relationship of
the family with the larger context
4. Response to Change
a. Developmental Stress
b. Prescription of the diet
5. Tolerance for conflict
6. Hypotheses about the function of the symptom in
maintaining family homeostasis.
7. Hypotheses about family interactional patterns which
support and maintain the problem
Upon completion of the reports the researcher reviewed the
videotapes and illustrated the assessments with examples from the
transcripts.
A pilot run was conducted in order to test the assessment
format and inter-rater agreement.
Since this was intended as an exploratory study, hypotheses
were generated rather than tested.
CHAPTER IV
RESULTS
Organization of the Chapter
The first part of this chapter consists of the presentation of
the composite analyses of the five families. The analysis of each
family is presented according to the following format:
1. Description of the Family (including Genogram)
2. Description of the problem
3. Nature of boundaries
a. interpersonal
b. subsystem (marital, parental and sibling)
c. with the outside world:
- the place of the family within the larger context
4. Response to change
a. developmental stress
b. response to the diet
5. Tolerance for conflict
6. Hypotheses about the function of the symptom in maintaining
family homeostasis
7. Hypotheses about family interactional patterns which sup-
port and maintain the problem
Edited transcripts from the interviews will be included in the
analysis.
The purpose of the edited transcripts is to present transac-
tional evidence used in the development of the structural
assessments.
To assist the reader, the transcripts taken from the
interviews will be
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on the left side of the page and the researcher's comments and analy-
ses will be on the right side. The following symbol, indicates
that the speaker was interrupted. The word "END" marks the end of an
edited transcript segment when two separate segments are presented to-
gether.
In the interest of brevity, only one or two illustrations will
generally be provided as examples; an attempt was made to choose seg-
ments most representative of interactions observed throughout the in-
terviews. Full transcripts and tapes will remain in the possession of
the researcher.
Because of the difficulties in isolating discreet interactional
themes, the transcripts represent several levels of communication and
illustrate a number of themes simultaneously. For the sake of clarity,
the researcher will comment only on the significance of the interaction
in regards to the particular theme it is intended to illustrate.
The second part of the chapter consists of an integration of
the findings from the five cases. It includes an analysis of the
trends based on similarities and differences in assessments of fami-
lies.
Underlying Assumption s
The material that follows is based on certain assumptions
about family systems. These assumptions are presented here as a frame-
work for understanding the analyses.
Theory organizes our perceptions of reality. In the case of
this study, the theoretical framework used, family systems theory, has
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determined not only the interpretation of the data, but the focus on
and organization of phenomena. The same material could be viewed and
understood in a variety of ways. "It is not only the interpretation of
events that differs from one worker to another, but the very selection
of events to be studied as well as the methods of study" (Minuchin, et
al., 1978, p. 49).
In order to do analyses of family transactions, it was neces-
sary to isolate and identify specific themes such as interpersonal
boundaries, subsystem boundaries, tolerance for conflict, etc. These
variables do not exist within the family in such discreet and isolated
forms. They "are not self-contained units. In real life, or in the
therapeutic system, they are intertwined" (Minuchin et al
. ,
1978,
p. 72). Identifying these as separate could lead to a linear and
causal view thereby losing a sense of the circularity of sequences, as
well as the richness and complexity of the family. All attempts were
made to communicate the mutually influencing nature of behaviors but in
research as yet "we have not achieved a way of thinking that permits us
to present feedback processes in all their complexity" (Minuchin, et
al., 1978, p. 72).*
The analogic level of communication is crucial in understanding
interactions in families. Members communicate with each other not only
with words, but also with "posture, gesture, facial expression, voice
inflection, the sequence, rhythm, and cadence of the words themselves,
and any other non-verbal manifestation of which the organism is
*It is important to note here that in fact these variables do
not "exist" in families at all, but are part of the framework we use to
organize our perceptions of family interactions.
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capable, as well as the communicational clues unfailingly present in
any context in which an interaction takes place." (Watzlawick, Beavin,
and Jackson, 1967, p. 62). Although the raters were able to respond to
these levels by observing the videotapes, the complete analogic level
of communication is not available in the transcripts presented. Wher-
ever possible the transcripts include descriptions of physical move-
ment, but the subtle yet powerful messages communicated by look, tone of
voice, and other non-verbal s are not captured by the text.
It is an assumption of this study that no family system is
static. The assessments were based on specific information derived
from three interviews and may not hold true at other points in the life
of the family. In order, therefore, to avoid typing the family in a
way that implies unchangeability, all assessments are presented in the
past tense.
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WALLACE FAMILY
Description of the Family
The Wallace family consisted of Jean Wallace, age 35, Paul
Wallace, age 39, and four children; Sally, age 14; Dennis, age 12;
Mary, age 10; and George, age 2. This was the second marriage for both
Mr. and Mrs. Wallace. The three oldest children were Mrs. Wallace's
by her first marriage, and George was a child of this union. Mr.
Wallace had formally adopted the three children. He had two sons from
a previous marriage who have lived with this family for a few months,
but were not currently in the home. Mrs. Wallace's first husband dis-
appeared eight years ago, and the family has not had contact with him
since that time.
Mr. and Mrs. Wallace were separated at the time of these inter-
views and had been for the last year. Mrs. Wallace described the situ-
ation as "semi-separated" and said it was temporary. For the purposes
of this study, the family was considered a two parent family; they were
legally married and considered themselves a marital couple.
Mr. Wallace was working for the City; Mrs. Wallace worked "oc-
casionally," but was primarily a homemaker. The family was on welfare.
At the time these interviews began, Mrs. Wallace was living at
home with Sally, Dennis, and George. Mr. Wallace was living outside
the home, but visited frequently on weekends and vacations. Mary was
also living outside the home with the family of her close friend in an
informal arrangement. By the third interview, Dennis had been removed
from the home at Mrs. Wallace's request and placed by the Division of
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Social Services in a foster home.
The family was white and Protestant. They lived in a working-
class neighborhood in Boston.
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Description of the Problem
The family was referred to the Clinic by a friend of Mrs.
Wallace. Mrs. Wallace wanted treatment for both Sally and Dennis.
Although Sally wanted to lose weight, she was resistant to the idea of
coming to the clinic.
Mrs. Wallace said Sally's weight problem began at the age of
eight, the same age at which her own weight problem had begun. Sally
disagreed and said her weight became a problem earlier than that.
Sally has tried dieting on her own a number of times, and went to Diet
Workshop with her mother when she was nine. She lost weight, but
gained it all back.
At the time of the first interview, Sally weighed 74.7 kg
(153.16 lbs.). With a height of 157.5 cm (5'i"), her weight was 145%
of ideal body weight.
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Other obese family members . Dennis was also brought to the obesity
Clinic for treatment. He was found to be slightly overweight. The
family said he gained weight during his stay at McLean's Hospital for
observation, and "up until that point he controlled his weight very
wel 1 .
"
Mrs. Wallace was extremely obese. She had tried many methods
of weight loss, and had been unsuccessful. She said she started having
weight problems at the age of eight when her father had a serious acci-
dent. A number of years afterwards she found out she had a thyroid
problem. She was a member of Overeaters Anonymous at the time of the
interviews, and was very enthusiastic; but stated she hadn't been to
many meetings lately.
Other medical or behavioral problems in the family . Mrs. Wallace was
an alcoholic and an active member of A. A.
Mrs. Wallace reported a number of medical problems, including
thyroid problems, goiter, and surgery for two incisional hernia.
The maternal grandmother, two uncles, and two aunts have
Alzheimer's Disease (premature senile dementia). Mrs. Wallace's
mother has spent time at McLean's Hospital and was at this point in a
nursing home.
Dennis has been identified by his family and outside agencies
as a behavior problem. At his mother's request, he was hospitalized at
McLean's for a 45-day period of observation for ' stubborness
.
' Accord-
ing to the family, he is uncontrollable, has set fires, and was a patho-
logical liar. Mrs. Wallace said Dennis has always been a problem and
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had "burned us out of the house after his father left." She blamed
Dennis' natural father for his difficulties. By the third interview,
Dennis had been placed in a foster home for 6-12 months on a petition
from Mrs. Wallace.
Referral Source and Process
Mrs. Wallace heard about the clinic from a friend whose child
had been successful in the program.
Initial Contact
Mrs. Wallace was very enthusiastic about the study, and agreed
eagerly to participate. She agreed to bring her husband, and felt "it
might be good for him to participate. No one in his family ever had a
weight problem: it's very different in my family." She spoke about
the difficulties she has experienced with her own weight.
Organization of the Interviews
First interview: The family was seen at Children Hospital.
Mrs. Wallace, Sally, Dennis, and George were present. Mr. Wallace was
working and unable to attend. Although she had been asked to bring all
family members, Mrs. Wallace did not bring Mary because "she doesn't
have a weight problem."
Second interview: The family was seen at Children's Hospital.
Mr. Wallace was working and unable to attend. Mrs. Wallace, Sally,
Dennis, George and Mary were present. Mary also brought her friend
Nancy to the interview.
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Third interview: The family was seen at the Family Institute
of Cambridge. Mr. and Mrs. Wallace, Sally, Mary, and George were
present.
Preface to Assessment of Interactions
This was a family with many symptoms and it was impossible for
the raters to isolate any of the variables and clearly correlate them
with the obesity. The transactional patterns seemed more complex and
less easily understood in this family in relation to the one symptom.
Boundaries
Interpersonal boundaries . This was a family with very diffuse inter-
personal boundaries. Members talked over each other and interrupted
each other. There was a great deal of kinetic activity and noise. The
children moved around the room, leaving and carrying on parallel con-
versations. George cried and screamed for long periods without being
attended.
Members answered for each other, read each other's minds, and
spoke with assumed expertise about each other. They commented freely
on each other's eating and bodies.
Mother: If she wears something and tucks in
her shirt, you can see her pot. She finds
it hard and I'll say "Sally, why don't you
wear that outside?" "Well, I think it
looks all right." It's hard to be objec-
tive about yourself.
Mother speaks with
assumed expertise
about Sally; dis-
qualifies Sally's
opinions
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There was a lack of differentiation between perceptions of
Sally and her mother. Although Dennis also had a weight problem and
had been brought to the clinic, he was not seen as the same as his
mother. Mary, who did not have a weight problem, was seen as very dif-
ferent, "normal-size," a girl who could "eat and not put it on." She
was an outsider, a peripheral family member. It was Sally who was
apoken of as her mother's double.
Researcher: (to Dennis) You don't like to
talk about it either? Is it sensitive
for you to hear?
Dennis: Sort of.
Mother: I don't think it is as much with him.
I find this is a sore spot with us. I can
see a lot of myself in Sally, and it makes
me more frustrated because I think that
maybe if I had help when I was her age, I
would be a little more aware. You know.
You only have one body to live in, and
you have to make the best of it. I had
two incisional hernias because I put on
weight, took it off, put it on, and took
it off. I don't want to see her ruin her
body.
Mother distin-
guishes between
Sally's and Dennis'
weight problems
reaffirming her al-
liance with Sally &
excluding Dennis.
Speaks as if her
body and Sally's
are the same.
Mr. and Mrs. Wallace identified themselves as problem people,
"compulsives," and there was an expectation that the children, or at
least Sally in particular, will be like them. There was little toler-
ance for differences.
Mother: She does need confidence and I can't
always give it to her because I see a lot
of myself in her.
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Father: It's a hard battle. It's something
she'll be fighting the rest of her life.
Some people call it alcoholic ... no
matter how you mix it up, I'll be an alco-
holic till the day I die. Sally's going to
be the same way.
Even though the focus of the research interviews was clearly
Sally's weight problem, boundaries were so diffuse that her problem and
her mother's were interchangeable.
Researcher: do you think there is anything
about this problem that I don't know
about?
Father: Whose problem?
Researcher: Sally's.
Father: It's hard to tell.
Subsystem boundaries .
Marital subsystem . This couple seemed disengaged; there was no
dyadic interaction between them. All transactions between them seemed
to include a third. They did not seem to be able to relate to each
other without including the children or their symptoms as a focus.
They did not speak to each other in sessions or make eye contact.
Their major connection seemed to be their symptoms and problems with
their children.
This suggested a pseudo-marriage; they continued to stay mar-
ried legally and maintain contact, but seemed to have little marital
relationship. The separation was blamed on his alcoholism and his need
to achieve sobriety, which for some reason cannot be managed within the
family context. They did not express any problems that were part of
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the marriage, only individual symptoms.
Their marriage seemed to be based on a quid-pro-quo of symptoms:
her obesity was acceptable to him because he was an alcoholic, and vice
versa. Each was willing to accept the other's weakness in exchange for
being accepted, or as Mrs. Wallace said: "compulsive people stick to-
gether." This created the predicament whereby neither one could "re-
cover" wi thout throwing the marriage off balance.
It seemed as if any marital conflict was masked by attention to
symptoms, either within the marital couple or detoured through the
children. The raters hypothesized that a conflict, when it arose, was
detoured by shifting the topic to a symptom.
Researcher: Is you husband living with you now?
Mother: Well, we're semi-separated.
Researcher: Is he out of the house?
Mother: Yeah. But Sally in the past year,
been really concerned about her because she's
been on every kind of diet.
END
Mother shifts the
discussion from the
marriage to Sally's
symptom.
One of the raters also hypothesized that the marriage may have
been handicapped from the start, as Mrs. Wallace may have been so over-
involved and overwhelmed as the single mother of three small children,
that she may have had difficulty being both new wife and mother. The
marriage was triadic from the beginning, including the children and the
individual's symptoms.
The couple seemed to be in a complementary relationship, with
Mrs. Wallace one-down by virtue of her "incompetence" in parenting.
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The researcher speculated that her incompetent behavior served to pro-
tect her husband by making him look less of a failure. Her inability
to manage the children mobilized him and made him look competent and
effective in comparison with his wife.
Parental subsystem . The parents did not work together as an
executive team. Mr. Wallace was peripheral. He was outside of the
family, and yet would come in periodically to exert authority, without
consulting his wife or working jointly with her. He would then leave
without enforcing his discipline or having an ally in his wife to con-
tinue for him. Discipline was therefore random and unenforced.
Father: I'll make an agreement with her then,
(to Sally) The agreement is, if you lose
weight, that's I'll give you the $25.
Now that's a fair agreement. I think
that's fair, do you?
Sally: YEAH
Father: O.K.
Mother: We can go together.
Father: You can both start. Fair enough?
Father makes uni-
lateral executive
decision.
Mother breaks up
dyadic interaction,
joins with Sally
rather than her
husband, in a one-
down symptomatic
position.
Father addresses
them as if they
were both children.
Mrs. Wallace was not effective as a leader in the family. She
was very overinvolved with her children and did not discipline them.
She was unable to control the children, and the hierarchy had
become
dysfunctional, with the children having inappropriate power. The
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children insulted their mother, disobeyed her, and disqualified her
authority. She got into symmetrical struggles with them about who was
in charge, struggles which were more typical of peer interactions.
Mrs. Wallace would become overwhelmed and frustrated when the
children did not mind her. Unable to parent from a peer position, she
backed off/was tracked off by the children from taking charge. She
would become "imcompetent" and at that point would turn to her husband
or a professional to take over for her. Her husband (or a profes-
sional) would come to her rescue, and take charge of the children. It
was in this way that the cycle which reinforced her "incompetence," the
children's out-of-control behavior, and the father's movement in and
out was maintained. The ways in which Mr. Wallace then moved out of
the family were not clear.
Researcher: Have you decided what to do about
that?
Mother: I would prefer she brought her lunch.
Researcher: You can take a minute or two now
to straighten it out.
Mother: (pause and then tentatively) I'd
prefer she brought her lunch because when
you're in a cafeteria line, everything
looks so good.
Sally: No, but I mean, if she says there's
all kinds of bread at lunch. I'm not
going to bring a salad to school every
day.
Mother: What are you going to take?
Sally: (George starts to make noise)
Nothing. I'll eat when I get
home.
Mother makes
clear statement
about her position.
Researcher sug-
gests she take ac-
tion as parent.
Mother starts to
back down, attempts
to justify her po-
sition.
Sally engaged
mother in distract-
ing argument about
context.
George activates
to distract.
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Mother: I still think that's no good. You're
going to come home and have a salad and
then have dinner right after, (pause)
I don't know. Maybe you have a lot more
will power than I do. I don't know how
you can sit and watch everybody eat and
not have anything yourself.
Sally: Everybody doesn't eat though. I sit
,
there and talk to Joan.
Researcher: Would you rather she brought
1 unch?
Mother: I would rather she brought some-
thing. (Dennis and Mary talk and laugh
together.
)
Researcher: Is there any way you could see
that she does that?
Mother: If I nagged her
Mary: (unintelligible)
Mother: Even if you brought there's got
to be something you can bring. They
do have fruit at school
The children and mother all talk at once.
Mother: (to Researcher) He would rather
have fruit than anything else. But you
know when we go shopping, all you have
to do is ask for what you want.
Sally: I ask for what I want.
Researcher: Are you going to see that she
takes lunch?
(George beings making a great deal of noise.)
Mother: I like them to do it on their own.
Make it the night before so I know what
they're having.
Mother disqualifies
her authority by
continuing to argue
on a peer level
.
Mother backs down
by reducing demands.
Dennis & Mary dis-
tract.
Shifts responsi-
bility to Sally.
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Sally: I sometimes make it the night before,
but I forget it. I just get up, get
dressed, and I'm out the door. I some-
times don't have the time to make it in
the morning. They only give us 17 minutes
for lunch, anyway. Just enough time to get
down there, have lunch, and get up to
class.
Researcher: So you're telling your mother you
don't want to bring lunch?
Sally: I can't bring lunch though, because
there's not enough time to eat it.
Mother: Well, look, I said before, how does
everybody else eat?
(George makes noise)
Sally: We don't get much, only ten minutes to
eat.
Mother and Sally talk at the same time.
Mother: Well, I don't want to see you go all
day with nothing. Then you'll get the
screaming meamies like I do.
(Dennis moves on to the floor with George.
Mother: What do you think, Jill?
END
Continues to block
Mother with irrele
vant excuses.
Turns to outsider
for help when "de-
feated." No reso
lution.
Researcher: What happens when you're not
home and something happens with Sally or
Dennis? You wife calls you up . .
.
Do you come over, or talk on the phone?
Father: It depends. If it's something seri-
ous, I might be over, and if I can't I'll
straighten it out on the phone. If it's
real serious, then I'll even leave work.
Researcher: When you're working, how often
do you see the children?
Father: Usually on Friday. I don't have
too much time
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Researcher: So, once a week?
Father: Yeah, unless there's a problem.
Sibling subsystem . There seemed to be an alliance between
Sally and Dennis. Mary, the only non-obese or non- symptomatic member,
was the "outsider," and Dennis and Sally united to attack her.
All siblings seemed to support each other against their
mother's exercise of parental authority.
Both Dennis and Sally were involved with George, taking over
parenting tasks when mother did not step in. Many times during the
sessions, either Dennis or Sally would pick him up when he cried, take
him to the bathroom, talk to him, play with him.
Boundaries between the family and the outside world . This family had
very diffuse boundaries with the outside world. The membership of the
family was constantly shifting, with members moving in and out, seem-
ingly at random. The rules about membership were reflected in atten-
dance at the three family interviews: in no two meetings were the same
members present.
Mrs. Wallace's first husband moved out of the family eight
years ago, disappearing completely. Mr. Wallace had moved out but his
posi ti on seemed somewhat unclear, as he continued to move in and out of
the family for brief periods, particularly at times of crisis. Sally
lived with her maternal grandmother for almost a year when her grand-
father died. Mary was living outside the family in-what seemed a
stable arrangement. Dennis had been in and out of the home for a vari-
ety of placements for his behavioral problems. Mrs. Wallace and
George
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seemed to be the only members whose membership and place at home re-
mained stable.
They also took in outsiders very readily. Mary was able to
bring her friend to a family meeting without comment. The family
opened up immediately to the researcher, disclosing personal informa-
tion prematurely before they had reason to trust her. The researcher
had a great deal of difficulty disengaging from the family: they
stayed past the end of the interview time, and were reluctant to leave
and end the interview. After the last interview, Sally and Mrs.
Wallace asked the researcher if they could continue in therapy with
her.
^
There were a number of outside agencies and institutions
which were or had been involved with the family. Mr. Wallace was in-
volved with A. A., Mrs. Wallace with Overeaters Anonymous and Welfare.
She had called in the Department of Social Services and a number of
mental health agencies for help with Dennis.
Relationships with extended family were unclear to the raters.
Mrs. Wallace's mother, who was living in a nursing home, suffered from
Alzheimer's disease. Mrs. Wallace said she had no contact with her
mother or with other members of her family. Mr. Wallace had two sons
from his first marriage who have contact with the family, lived with
them for a brief period and were especially close to Dennis.
^The family was referred for therapy elsewhere.
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Response to Change
Response to developmental stress . With the two oldest children enter-
ing adolescence, this family was faced with the very difficult task of
helping them to disengage and become more appropriately involved with
peers while also maintaining a position within the family. Perhaps be-
cause membership and boundaires were so unclear in this family, they
’were having trouble finding a way to disengage and remain loyal.
Adolescent "separation" was seen as a personal attack and a lack of ap-
preciation, not as a normal developmental need. There was little
tolerance for what seemed like disloyalty, and the system responded
with a need for clarity: either an all-in or all-out position. In-
stead of being able to have loyalties both to the family and to out-
siders such as a peer group, members were in a position of having to
make a choice between the two.
Researcher: (to Dennis) What would be dif-
ferent if you weren't overweight?
Dennis: I don't know.
Researcher: OK. Want to think about it?
Dennis: I wouldn't get into trouble so
much.
Researcher: How so?
Dennis: (unintellible)
Mother experiences
their attempts to
be in charge of the
diets as personal
rejection.
Mother: I think I would get a little less re-
sentment. I feel like I'm trying to help
them and they reject me. And the fact
they won't listen and they reject the fact
that I'm trying to help them.
END
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Researcher: How do you know when she gets mad?
Mother: She gets very quiet and she retreats
to her room. Any time you say anything
about her she goes to her room and stays
there. I feel now she's doing it to me,
do you know what I mean, she's hurting
herself, like she's cutting off her nose
to spite her face.
Sally's moves to-
wards separation
seen as punitive.
There was somewhat of a concern expressed about Sally's enter-
. ing adolescence, but it was not as marked as in other families. This
family seemed to predict her failure as an adolescent and tried to
prepare her for failures.
Mother: She's getting into the age when she's
going to go with boys and some people are
very cruel. I don't know if she's ap-
proached that yet or thought of that yet.
Father: I did it when I was her age. I don't
know how cruel we were, but I did it and
I'm sure most other kids have. So I can see
in my own mind what's going to happen to
her. It hurts. It's an awful way to get
hurt. She needs a good start. If I ex-
plain ahead of time how it's going to hap-
pen, it might save her a little embarass-
ment.
This family faced the additional developmental stress produced
by remarriage and the attempt to create a reconstituted family. It
would seem that the marriage had not been truly formed. Perhaps the
difficulties the couple faced as parents, and their individual symp-
toms, prevented them from forming a close dyadic relationship, separate
from their relationship as parents.
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Response to the diet . Between the first and second interviews Sally
gained weight and Dennis lost. Between the second and third inter-
views, Sally again gained weight and Dennis lost. At the third inter-
view, two major changes were evident: Dennis had been removed from
the family and placed in a foster home at the mother's request, and
Mr. Wallace came to the third interview and began to get involved with
Sally's diet. Clinic records show that Sally began to lose weight
gradually at this point.
This raised a number of significant questions for the raters.
First, did the request to remove Dennis from the family have any rela-
tionship to his weight loss? The raters began to hypothesize that one
criterion of membership in the family could be obesity. Mary and Mr.
Wallace, both thin family members, were living outside the home, and
Dennis, as he became thinner, left.
Researcher: (to mother) So, it sounds like
right now it's you and Sally who are
home together. You're living somewhere
else (to Paul), Dennis is living some-
where else, and you're living somewhere
else (to Mary). So it's Sally, George,
and you. Is that very difficult for
you, strange?
Mother: Peaceful. Well, we can say now,
well, how about a salad? Sally and I
like salad. We can eat three meals a day
of salad. Or if we buy fruit we don't
have to worry about anyone pigging out
on it, knowing when we look for it, it's
not gone. Not to put it all on Dennis.
Difficulties within
the family ex-
pressed in terms of
eating; Dennis's
departure not dealt
with openly; alli-
ance between Mother
and Sally protected
at all costs.
It seemed as if Mother and Sally reaffirmed their allegiance
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round weight and eating, and rigidified the boundary around their al-
liance. It was also possible that tensions rose in the family as a
result of the intervention of the diet and Dennis's success. Dennis's
departure was an attempt to alleviate the stress.
Secondly, it seemed as if Sally continued to be unsuccessful on
the diet until the father stepped in to take charge, which he did uni-
laterally. He offered Sally a reward if she lost weight, and she be-
gan to lose. The researcher hypothesized that Sally's failure was a
way of bringing Mr. Wallace back into the family. He seemed to enter
the family at times when the children became a problem and his wife was
"incompetent." The researcher predicted that if this was so, Sally
would probably gain the weight back when he stepped out again, and then
would lose it when he came back, and so on in a vicious cycle.
The family gave Sally strong messages about their expectations
for her diet. Both parents suggested that she would continue to
struggle with weight and be unsuccessful. It was also suggested that
for Sally to lose weight would mean that she was different than her
mother, and an implication that this would lead to abandonment.
Researcher: Have you tried anything with them
before to lose weight?
Mother; Yes. Maybe six years ago, I took
Sally to Diet Workshop with me and she lost
9 pounds and it was very good. Nine pounds
was dynamite. We were really excited about
it. And then, like I've been up and down
myself. I think it's kind of hard to try
to tell them about dieting when they see me
fight, fight, fight, trying to get it off.
And I think I feel the frustration they
feel plus my own frustration on top of it.
Mother implies that
since she is unsuc-
cussful and Sally
is like her, Sally
will also be unsuc-
cessful .
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Although there were strong suspicions that Sally was cheating
on her diet, there was no attempt made to confront her about it. When
it came out during the third interview, Sally denied it and her parents
backed off from open confrontation.
Researcher: So you said before that you think
she's cheating. Do you think that's why
she'd be gaining?
Father: Yeah, I think so. Like I mentioned to
her a few times, do some kind of exercise.
Sally: There's nothing I can do.
Father: There's tons of things to do.
Sally: I do my own exercises.
Father: Yeah, but not regular.
Sally: I do them the right way, I do sit-ups,
I do push-ups.
Mother: Sally is saving her money. She wants
to get a pair of mocassins. And she's go-
ing to ave her money and Woman's World has
an exercise program for teenagers. She's
saved for that and I think once she gets
into exercise because I don't think you can
do one without the other, I think she'll be
all right.
Sally: Yeah, and I want to start swimming
again.
Father backs off
from confronting
her.
Mother enters to
diffuse conflict;
supports Sally,
prevents resolu-
tion.
It was difficult to assess structural changes within the inter-
views because the composition of family members in attendance shifted
from interview to interview.
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Tolerance for Conflict
There was no acknowledgement of conflict or differences in the
family. Difficulties were expressed in terms of individual symptomatic
behavior and not interpersonal conflict. The separation of the couple
was explained by Mr. Wallace's alcoholism and need to gain sobriety; it
was not expressed as the result of marital difficulties. Struggles be-
tween the parents and the children and among the children were ex-
pressed in terms of eating, dieting, and food. For instance, Dennis's
leaving was seen as a solution to his stealing the food.
The only hint given about marital difficulties was Mrs.
Wallace's statement that her husband was not as understanding about her
symptom as she was about his.
Conflict was detoured through symptoms. This allowed the
family to maintain the illusion that their relationships were all
right, it was only the symptoms that were problematic.
Researcher: How is it that Sally is the one at
home with you and everyone else is in and
out?
Mother: Only until things get better.
Researcher: Is that something that the two of
you (mother and father) are talking about
now?
Mother: Yeah.
(unintelligible)Father:
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Mother: I was just going to say about Dennis.
Dennis was an aggravation. Sounds awful,
but half the time he'd get mad and he
doesn't help Sally out and she gets upset,
conpulsive people get upset like that.
I'm down her throat. I went to the re-
frigerator. Like even Dennis, I think
if we have this time to let things sim-
mer down, then it will be like, like
Sally and I get along together.
Starts talking
about relationship
problem, shifts to
symptomatic behav-
ior.
Confl i ct was al so handled by leaving. Whenever a problem did
arise between members and got to the stage of open conflict, it was "re-
solved" by one of them leaving. Whether it was leaving the room, as
Sally would do when she got angry, leaving the family temporarily, or
leaving permanently as the children's father did, it was a way to
avoid conflict.
Hypotheses about the Function of the Symptom
in Maintaining Family Homeostasis
Because this was a multi-symptom family, it was difficult to
isolate the one symptom of Sally's obesity and understand its function.
The raters therefore had a great deal of difficulty in drawing conclu-
sions.
The raters hypothesized that one function of obesity in the
family was to define membership and loyalties. It seemed as if fat
members were "in" and thin members "out."
Sally's obesity, in particular, kept her close to her mother
and reaffirmed the alliance with her. Sally was able to take her
father's place at home; to keep her mother company and help parent
George. The obesity kept her from participating in social activities
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with her peers, and thus maintained her position at home. In this way
also, her father was able to stay away from his family without worrying
about abandoning his wife. Sally was therefore able to protect and
maintain the distance between them.
Sally was also able to prevent too much distance between them.
Obesity, like other problems with the children, was a way of enlisting
help for Mrs. 'Wallace in parenting. As she became overwhelmed and "in-
competent" in handling the children's problems, Mr. Wallace would come
to her aid. Perhaps Sally was able to bring her parents closer to-
gether, particularly when they might be getting dangerously distant, by
not being able to manage her diet, or it also brought in professionals
to help Mrs. Wallace with what must have seemed like an overwhelming
job of parenting. Sally's obesity also served as a distraction from
conflict by giving her parents a problem to focus on outside of their
marriage.
Hypotheses about Patterns of Interaction which
Support and Maintain the Problem
Based on the data generated in the three interviews, the
raters made the following hypotheses:
The lack of perceived differences between Mrs. Wallace and
Sally maintained the symptom. Sally was expected to be just like her
mother, and differences, particularly in the area of weight, were
viewed as disloyal. If Sally were to become slim, it might be con-
sidered an abandonment of her mother.
If there are rules about membership according to weight, then
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Sally must stay overweight if she is needed at home. The raters hy-
pothesized that Sally was functioning as her mother's partner, keeping
her company and helping her to parent George. If Sally were to become
thin and differentiate from her mother, she might move out into her
peer group as a normal adolescent. Since she could not do both-be a
surrogate spouse and a normal adolescent--she would have to choose be-
tween them, a choice Sally and the family could avoid by having Sally
stay obese.
As long as the marital couple continued their non-solution
separation, Sally would be necessary as her father's substitute. As
long as Mrs. Wallace could turn to Sally for intimacy and support, Mr.
Wallace did not have to be involved, and a safe distance between the
two was maintained. If Sally were to leave that position, the couple
would have to deal with each other directly.
Sally was also able to guarantee that the distance between her
parents would not be too great. As long as she was uncontrolled and
uncontrollable on the diet, she kept her father involved; as she con-
tinued to be unsuccessful, and as her mother was unable to manage her,
she insured her father's participation. Her weight seemed to serve as
a distance regulator between her parents: when she gained, they would
come together. The raters hypothesized that the subsequent weight loss
would lead to separation, which would lead in turn to weight gain as
the distance reached a certain point, and so on. Serving such a cru-
cial function in this family would make a successful solution to
Sally's weight problem too threatening to all members.
The symmetrical struggle between Sally and her mother was
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compelling, and kept them overinvolved. As long as they were locked in
this struggle over who was in charge of Sally and her body, they could
not take action to make changes. Because their relationship was sym-
metrical, equal hierarchically, Mrs. Wallace could not have a parental
role and give Sally a clear message and support in losing weight.
The rules about conflict and lack of resolution prevented clo-
sure on any issues and the undertaking of action leading to change.
Sally would continue to serve as a conflict diffuser as long as her
parents could not deal with their conflicts directly, and as long as
she diffused their conflict they would be unable to resolve it. As
long as outsiders continued to step in to help, the family could con-
tinue to rely on them and not learn to manage conflict and problems
within the context of the family.
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SUTTON FAMILY
Description of Family
This was an intact two parent family which consisted of Harry
Sutton, age 50, Sylvia Sutton, age 40, and their two chidren: Peter,
age 16, and Nancy, age 12. This was the only marriage for both
parents. Both children were adopted in infancy. Mr. Sutton owned his
own business and has had considerable success and subsequent change in
working conditions in the last five years. Mrs. Sutton was not working
outside the home. Peter was a student in high school and was active
socially and athletically. He seemed to be doing well academically.
Nancy was in seventh grade and in junior high for the first time this
year. She was described as having problems in school socially, be-
haviorally, and academically.
The family is middle class and upwardly mobile, now living in
an affluent suburb of Boston. They are Jewish.
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Description of the Problem
The family said that Nancy's pediatrician warned them about
six
that she had a tendency to obesity and that they would
need
years ago
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to be careful. They say it had become a problem over the last two
years; in the last year she gained about 30 pounds. Mrs. Sutton has
taken Nancy to Weight Watchers twice--once last year for a short period,
and again this January for four weeks before coming to the clinic. In
both cases, she lost a small amount and regained it.
At the time of the first interview Nancy weighed 62 kg
(136 lbs.) with a height of 152 cm (4'11"). Her weight was 133% of
ideal body weight.
Other obese family members . Mr. Sutton was overweight. He said that
he began having serious weight problems five years ago when the nature
of his work changed from highly physical to administrative. He had
been struggling since that time, trying a variety of weight loss pro-
grams and diets. It was a major concern for him. Mrs. Sutton reported
that her mother became obese after her birth.
Other medical /behavioral problems in the family . The parents com-
plained that Nancy's behavior and her attitude have become a serious
problem over the last year. She was doing increasingly poorly in her
academic work, and they were concerned about the influence of her
friends, of whom they do not approve.
Referral Source and Process
Mrs. Sutton called the pediatrician who referred them to the
clinic in February- of this year.
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Initial Contact
The researcher spoke with Mrs. Sutton, explained the project to
her, and requested the family's cooperation and participation. She
said she wanted to discuss it with her family. When the researcher
called back, Mrs. Sutton sounded very guarded. She said that her hus-
band was neutral about participation and that Nancy was not enthusias-
tic and had asked "why do I have to do that." Mrs. Sutton suggested
that Nancy might feel differently after meeting me. She said she does
not let the children dictate what she does, but that she was reserving
judgment. She said that her son overheard her conversation with the
researcher and that it was possible that he might have been responsible
for discouraging Nancy. An appointment was made for the family, at
which time they could make the decision about participation.
At the first appointment, Nancy and her mother arrived and were
waiting for Mr. Sutton to join them. Peter did not come because
of athletic activities. Mrs. Sutton suggested that Nancy be taken up-
stairs to make her feel more comfortable, because she was nervous about
the interview. We waited for Mr. Sutton to arrive, and after a while
he came in and excused himself to make an important business phone
call. After about 15 minutes, the researcher sent Mrs. Sutton down-
stairs to urge her husband to join us. He did and we began discussing
the project.
Mr. Sutton was very reluctant to participate in the study. He
expressed suspicion about the psychological nature of the research and
of the researcher. He agreed to participate afterthe qualifications
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quBStioning th© rGS6arch6r GxtGnsivGly and gaining her assurance that
the identity of all family members would be protected.
Organization of Interviews
Mr. and Mrs. Sutton and Nancy were present at the first inter-
view which took place at Children's Hospital. The second and third in-
terviews were conducted at the family's home at their request. All
four family members were present.
Boundaries
Interpersonal boundaries . This was a family with very diffuse inter-
personal boundaries. All members answered for each other, spoke for
each other, and read each other's minds. They interrupted each other
constantly and spoke over each other. They revealed secrets in front
of outsiders, and brought up personal matters of others without permis-
sion. Nancy activated other members and invited them to speak for her
by acting ignorant or "incompetent."
Researcher: (to Nancy) So what happens? Do
you eat meals with your parents and then
eat other stuff?
Father: I don't think it's that way. Father answers
for Nancy.
Mother: Can she answer?
Nancy: (pause) I don't know.
Mother: Like when we're not home?
Mother challenges
Father.
Nancy caught be-
tween them--acts ig-
norant.
Nancy: Sometimes.
Mother: When you're babysitting?
Mother answers
for her.
143
Nancy: Yeah, sometimes.
Mother: When you're in school?
Nancy: Not really at school.
END
Mother: Remember when you lost 10 pounds and
everyone noticed and how good you felt
.about it?
Peter: And you did feel good. So why don't
you push it youself? After you lost
that you figured well, it's good enough
now, everybody noticed and you could stop
and you came right back.
END
Mind-reading, re-
porting on Nancy's
feelings.
Researcher: So you keep a box of cookies in
the drawer and sneak them in your bed-
room.
Father: She knows it's not right to eat them. Father answers for
but she'll eat--whether it's a candy dish her, reports on her
out--not knowing when to stop. She'll eat feelings,
as much as she wants.
There was a lack of differentiation between Father and Nancy:
They were spoken of simultaneously and as if they were the same person
Father: But I'm a reflection of Nancy, or
Nancy's a reflection of me. She sees
what I eat, so she does it. Then I'm
not a very good teacher, right?
In response to a question about changes if Nancy is successful
Father: I think Nancy with her weight, I asso-
ciate the problem I have with myself, know-
ing what she's going through. And she, like
I said before, I'm 50, she's only 12, she has
her whole life ahead of her (Nancy talks to
Peter) and I think there could be a problem.
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There was a great deal of overprotectiveness in the family.
Members took over each other's tasks as if they were incompetent to
complete them unaided. Overinvolvement and lack of autonomy were ex-
plained in terms of concern and worry.
Peter: Nancy you should still look to me be-
cause I know what it's going to be like
for you in a few years, and I don't want
to see you get hurt. That's why I get on
your case. Backing off— if she (mother)
backs off and you don't do it--it's not
going to be right for you in the future. I
know what it's going to be like because I
see millions, not millions, but I see 20 or
30 girls hurt because they're overweight and
I'm not exaggerating, I don't want to see
that.
Peter justifies
overinvol vement and
taking over for
Nancy as protective.
Researcher: Peter, do you think if your mother
backed off, Nancy would stop losing weight?
Peter: No, I don't. Because no one will talk Implies that Nancy
to her and then she will come to that deci- is unable to do it
si on when Ma says, "go ahead and have it" for herself,
and then I think she'll say "I'll do it
this time and not next. I'll do the same
thing sleeping. I'll give myself one more
minute and it goes on like that, but even-
tually I'll have to stop and get ready for
school. But for her she can't stop. "What's
another pound? And I'll lose that tomorrow."
Then she does that again and eventually the
pounds add up, it won't come out right.
Researcher: So you think if your mother backs
off that Nancy will gain it?
Peter: If she does back off. I'll still go at Result of autonomy—
her. Then she'll tell me to back off and failure,
then she'll just say nothing and gain
pounds
.
In discussing Nancy's need for exercise, Mrs. Sutton suggested
that someone would have to take over for Nancy in order for her to be
145
successful: that Nancy would never be able to do it on her own.
Mother: It has to be something on a daily
basis. It has to be something that I can
take her to myself, like Woman's World, for
20 minutes or an hour a day.
Researcher: It sounds like she has some ideas,
too about activity.
Researcher supports
Nancy's ideas.
Mother: You know, she puts on a pair of skates. Mother rejects
they get up at the end of the street, and Nancy's suggestions.
they sit down and chat. And an hour and a
half later she rollerskates home. That's
not exercising. She never gets on her
bike and rides anywhere (Nancy objects).
It has nothing to do with the size or the
model or anything.
Statements about differentiation were attacked. At times Nancy
attempted to establish independent boundaries. The attempt was re-
jected and denied in terms of concern for her well-being.
Peter: I think if she laid off and I got on
her more I think it would be better be-
cause I don't want to see her suffer.
Nancy: I don't like it when you tell me what
to do.
Peter: But you should hear it more.
Nancy: I don't 1 i ke--because you're my brother,
you're just a kid as I am, not a young kid,
and I don't like to hear it from you.
Father: You don't like to hear it from him, Father rejects her
you don't like to hear it from me because statement about
I put you on a guilt trip. Mommy doesn't autonomy,
want to tell you because she feels it's
confusing you, where do you want to hear
it from?
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Subsystem boundaries .
Marital subsystem
. The couple was in constant conflict. They
were involved in a symmetrical escalation: they disqualified each
other constantly and opposed each other on any matter. In these
mirror-image disagreements, they seemed not to take firm positions, but
to shift position in order to oppose each other. Although there was
constant bickering, there was no open conflict that ever reached reso-
lution.
Mr. Sutton's weight was a source of friction in their marriage.
It seemed as if they were able to fight many of their battles through
this symptom: rather than dealing directly with their struggles over
who was in charge (power) they did it in terms of his symptom. In this
incongruous hierarchy, Mr. Sutton was able to have power over the rela-
tionship by virtue of his "uncontrollable" symptom. The more Mrs.
Sutton tried to help her husband, or nagged him, the more unable he was
to change. Even though she knew this to be the result of her attempts,
she continued to comment and he continued to react by failing on his
diet.
Mrs. Sutton did not understand his difficulties, and argued
that there was a simple solution to obesity. The more she simplified
and minimized it, the more he needed to show her that she did not un-
derstand the real difficulty of the problem. In order to do that, he
had to fail again and again on his diet. The more he failed, the more
she gave advice. The more she gave advice, the more he failed. The
two of them became trapped in this sequence. He could not lose weight
without seeing it as his wife's victory; that it proved her right about
147
it being a simple matter. If he lost weight, he "lost" the battle.
Ironically, she also would have lost the battle if he lost weight, as
she would lose her superior non-symptomatic position. In this way, the
two of them have become invested in maintaining the symptom while
struggling to cure it (Madanes, 1981).
The following examples illustrate the symmetrical quality of
their bickering, the constant disqualification, particularly in non-
verbal ways, and the focus of their struggle on Mr. Sutton's weight.
Researcher: When you husband is on a diet, do
you take care of his eating, his food?
Mother: When he's on a diet, it means he has
to have more chicken, no starch. I think
a person could lose weight and still eat
regular meals, but with moderation. I don't
think they have to overindulge. If you
have potatoes you don't have bread. If you
have bread, you don't have potatoes. I
think when you have weight to lose, if you
just eat three meals a day and don't over-
indulge and do not eat in between meals,
you'll lose it. I mean there's nothing
special I prepare. Let's put it that way.
Blames him for being
unable to lose
weight--says it's
easy.
Father: To be very, very honest, I would have He implies it is her
to say that my wife has not had a problem fault and she
with her weight all her life. When we got doesn't understand,
married she probably weighed 95 pounds.
Now she probably weighs 115-117 and 17
pounds was put on the last 2 years, 3
years (Mother disagrees). The last 3-4
years. She's put on the 17 pounds. But
my wife, to ask her, the kitchen is not
her favorite room. (Mother looks down.)
She likes to eat, she likes to eat things
that we probably can't eat. I don't think
the meals are really conducive to a person
who is on a diet. She can go a whole day
without eating.
END
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Father: No, I don't eat out of boredom. I eat
out of nervousness maybe.
Mother: I think boredom too.
Father: 99% of the things I eat are the wrong
things
—
junk food, fast foods, I know
they're wrong. I'm not really what you
would call a candy eater or anything like
that (Mother looks down, picks lint off
her skirt). I really don't eat ice
cream. Sure if I go on a binge I could
have an ice cream a day and then not have
ice cream again for a month. Candy the
same way.
Mother: (looks up) But you eat sweets. You
eat pastry.
Mother disqualifies
his statements by
gestures, looking
away as he speaks.
END
Nancy became involved at some point in the struggle, becoming
triangulated between her parents. Her father sought her as an ally in
the struggle to prove that his position about the obesity was legiti-
mate. As long as she was overweight, she demonstrated her loyalty to
him in a visible way, and her failure to lose weight justified his dif-
ficulties in doing so.
Researcher: What do you think is the cause of
this? Do you think she (Nancy) tends to be
overweight because of the way she is built,
or her metabolism?
Father: Inactivity.
Mother: I think her metabolism might have
something to do with it. I think too
she becomes bored and thinks about eating
quite a bit. She's a lot like he is, he
can after breakfast say, "what are we hav-
ing for dinner tonight?" I have to get
through breakfast and lunch and be an
hour before dinner before I think about
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what we're having for dinner. I mean food
is not at the top of my list.
Father: Smoking is.
Mother: I think it might be on the top of his
and I think it is on the top of her list,
too.
Nancy was also sought as an ally by her mother and frequently
aligned with her mother in attacking her father for his cheating and
setting a bad example.
She became trapped in the struggle between her parents in such
a way that she took sides with each against the other. Her obesity be-
came a focal point for her parents' struggle and a metaphor for their
marital conflict. They were able to speak to each other indirectly by
attacking or defending and diverting conflict by shifting to her.
Nancy: Well, I kinda--I think I'm better off
off on a straight diet.
Mother: But we went to Weight Watchers and
they gave us a straight diet.
Father: Wrong. Weight Watchers has too many
variables.
Mother: But they do have a straight diet.
Father: But they also say that if you elimi-
nate this you can have three cups of pop-
corn and if you eliminate that you can
have something else.
Mother: (to researcher) It's confusing for
a child.
Father: In an adult diet, if you give up a
slice of bread, you can have a beer.
Mother: (to researcher) It's very confus-
ing for a child.
Father supports
Nancy against
Mother, implies that
she does not under-
stand the problem.
Mother attacks
Father by ostensibly
talking about Nancy.
END
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Researcher: (To Father) Have you been incon-
venienced by not having the sweets, has it
been hard for you to adapt?
Mother: No, because when he wants it, he'll
bring it home anyway.
Nancy: I plan to. I'm going to try to be Nancy enters to dif-
more active, roller skating. fuse conflict.
END
Her obesity became a stablizing force in their marriage; con-
flict was kept at a tolerable level as she served to diffuse it. She
kept the conflict level tolerable and the power balanced by shifting
her alliance between her parents.
Parental subsystem . The parents did not work together as an
executive subsystem. Their symmetrical struggle over who was "in
charge" continued in their functioning as parents, particularly in the
area of Nancy's weight. They disqualified each other and undermined
each other's authority. Because of this and because of the rule they
had forbidding open conflict, neither was able to take a clear position
regarding the children, and neither was able to follow through on guid-
ing or controlling the children. There was much lecturing and nagging,
but little firm action was ever taken.
Mother: If I punish them and say that they
can't watch TV and then go out, they'll
go to Dad "oh. Dad, I'll never do it
again.
"
Researcher: Does it work?
Father: She always gets me. Father undermines
Mother.
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Researcher: She gets you, huh? She opens her
eyes real big and says "Daddy" in a certain
way that gets you.
Mother: (Nods)
Father: I'll tell you, we don't punish either
one of them that much.
END
Mother: They asked at the meeting last week
what each parent had done for the child.
When I think about it I've tried sitting
and talking to her rationally. I've tried
insulting her. I've tried cajoling her, I
mean just everything. That's why I think
I may be better off just leaving her
alone.
Protects covert na-
ture of alliances by
denying special al-
liance with Nancy.
END
The problem with this position was that they neither backed nor
clearly supported her. At no point did the couple present a united
clear and consistent position. They shifted positions constantly.
The lack of firm leadership was also supported and maintained
by the system of cross-generational alliances in the family. Mother
and son had a firm cross-generational coalition against Father, which
blocked him in many ways from being effective. Nancy's position pre-
sented the raters with more difficulty. She was seen as being in coa-
lition with each of her parents against the other. This was seen as a
part of the parents' symmetrical struggle over who understood Nancy
most, who was most able to help her. Although the family described her
as being most like her father and her symptom was a clear and visible
identification with him, she frequently supported her mother, and was
supported by her mother in attacking him.
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In the following segment, Mrs. Sutton expresses a desire to end
the criticizing that goes on between Father and daughter about dieting.
She does not support her husband's role as a parent in guiding his
daughter, nor his hierarchical position which makes it inappropriate
for his daughter to criticize him. She speaks of them as if they were
equal hierarchically. This support from her mother empowers Nancy and
allows her to continue the very behavior her mother ostensibly wanted
to stop.
Mother: Well, I think I'd like to see it
stopped between the two of them, [the
criticizing and nagging about weight]
Father: In front of Jill?
Mother: No, I don't think it's good for
either one of them. It makes you angry
(to Father).
Father: It makes me angry. I'm the father
telling his daughter something for her own
good through experiences of life.
Mother: But she's the daughter telling you
something for your own good.
Father: Wait a second, she's doing it now for
my own good, because I don't think she
realizes that all situations /
Nancy: But I notice when you walk around you
have to lean back a little, [because of
his "belly"]
Father questions
her sincerity.
Does not support
Father's position
hierarchi cal ly.
Mother supports
Nancy.
Mother's support al-
lows Nancy to criti-
cize him.
END
The raters hypothesized that the shifting of alliances served
to diffuse conflict and/or to maintain the covert nature of the coali-
tion.
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Researcher: It sounds like you've been strug-
gling with this for a long time. Like your
wife said, getting frustrated, giving up.
Father: It's been frustrating for me for the
last few years. Another problem /
Mother: Last year we spent $350. to go to a
Weight Loss Clinic. He lost 21 pounds and
looked terrific. Everyone told him how
good he looked. He felt better. So how
much can you expect from a 12 year old?
Father: I think it may be something--all these
diets have been done on my own. I've never
gone to a clinic, had my metabolism checked
(Mother laughs), she laughs and thinks it's
a cop out.
Mother: It's a cop out. So few people have
thyroid problems.
Father: I don't care what it is. When I go
out and take a drink, have dinner and not
overindulge and get on the scale the next
morning and gain 5 lbs. I think there is
something wrong--gain 5 pounds. We went
out Saturday night, had a couple of
drinks, dinner
Mother: And had cheese and crackers, had bread
and salad.
Nancy: And dessert.
Mother: And dessert.
Father: So I kept up with you didn't I? Have
you put on any weight (Mother smiles)
Would you put on 4 pounds the next day?
Nancy: My mother used to make cookies. So
every morning she used to just have coffee.
In the afternoon there she'd be, sitting at
the table eating 60 of those cookies.
Like I really freaked, like how could she
eat those?
Blames Father for
Nancy's weight prob-
lem.
Nancy supports
Mother against
Father.
As tension builds
Nancy shifts alli-
ances to support
Father.
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There was a further shift in the organization of alliances as
the interviews progressed. By the second interview in part, and fre-
quently in the third interview, the two parents united to attack Nancy
for the failure of the diet. The raters hypothesized that this gave
them the illusion of being united. By cheating on her diet and being
uncontrollable, Nancy allowed them to express frustration and exaspera-
tion at being unable to work with an unmotivated child.
Sibling subsystem . There was a good child/bad child split in
the family, with Peter the good and Nancy the problematic one. Peter
seemed to have more power than his sister; he was able to criticize
her, whereas she was expected to accept and not complain about his
treatment of her because it was "for her own good." Perhaps this was
because of his strong and unambiguous alliance with his mother. As in
the marital subsystem, the thin member was "one-up" and the obese mem-
ber "one-down." In many ways their relationship was analogous to that
of their parents.
Peter: Do you think you need that stuff?
Nancy: No.
Peter: Then why do you ask? When you're alone
with us three . .
.
Father: Can I say something Peter. What he's
telling her right there /
Peter: I'm looking toward the future to help
In his support for
Nancy against Peter,
Father: She rebels when he speaks. She doesn't Father also simul-
like to be bossed by him. She doesn't like taneously speaks
to be told by him. Now she's biting her about his response
tongue right now. wife.
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Boundaries between the family and the outside world
. The family was
seen as having rigid boundaries around itself. At the first session
the Father acted as a "gatekeeper" by keeping the Researcher at a dis-
tance. His suspiciousness and reluctance to participate in the inter-
views was seen as protective of the family's boundary.
• The outside world was seen by the family as a negative influ-
ence. Nancy has had trouble with the weight loss because of camp ("She
didn't come back thinner because there isn't a kid who doesn't have a
trunk full of snacks."), babysitting jobs ("I don't think we should let
her babysit. I think she's pigging out when she's babysitting."), or
the inability of professionals to solve the problem ("We went to Weight
Watchers in January, and after four weeks she wasn't successful and I
felt we were wasting our time").
The parents attributed Nancy's increasing behavior problems and
academic difficulties to the friends she had and tried to prevent her
from seeing them. Although it seemed as if Peter was free to be suc-
cessful in the outside world, it seemed as if Nancy could not be both
successful outside and belong inside.
When father complained that Nancy does not spend enough time in
outside activity, he gave her a double message about what is really ac-
ceptable behavior.
Father: That's right, I try to advise her. I
try to force her into the street to play
with the kids, running, jumping, do what-
ever. She doesn't want to go out. She
wants to watch TV. (Smiles at Nancy.)
Although ostensibly
opposed to her stay-
ing home, his smile
communicates ap-
proval .
END
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Mother: But I think she made friends this year
that she shouldn't, (phone rings. Peter
leaves to answer.)
Researcher: Have the two of you talked about
her friends? Are you both concerned about
it?
Mother: Um-humh.
Researcher: These are new friends?
Mother: She's not allowed to socialize with
them outside of school. What she does in
school I have no control over, but outside
of school, she is not allowed to socialize
with them.
Researcher: What is your concern about them?
Mother: I know things they have done that are
distasteful /
Father: Not only that, they're a bunch of kids
who are in a failing group.
Mother: They're not in a failing group.
Father: Their marks aren' t--Nancy has told you
this one or that one are failing.
Mother: But the group itself isn't a failing
group.
Father: I'm talking about these girlfriends
of hers are all failing.
Mother: She's in an open classroom. I don't
think that's the proper place for her. She
needs structure. Unfortunately she's in it
for the year. There's little I can do to
change it.
END
Father: In my eyes she's had some problems
with the kids she plays with, her peers.
She's come home on occasions (Mother looks
away) has cried her eyes out because some-
one said something a little off color.
Friends seen as
negative influence.
School is the prob-
lem.
Nancy seen as social
failure.
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All these things maybe we could try to pre-
vent from happening that could hurt a lot in
a kid of 11 or 12; when she's 14 or 14, it
could hurt a lot harden then.
Nancy: (objects)
Father: Nancy, let's not kid now. You can have Behavior typical of
a friendship one day and not talk again for this age group seen
weeks and then have a friendship with this as symptomatic,
one and not talk to that one. I don't
think you're very happy with your friends
in my opinion.
Response to Change
Response to developmental stress . Peter had already entered adoles-
cense and moved out from the family to a peer group. Nancy was the
last child and her move towards adolescence seemed to be problematic.
The raters speculated that in this very enmeshed family, and with Nancy
I
in a special position in stabilizing the marital dyad, moving into
adolescence and away from the family was too threatening. There was
much concern about her stubborness, and moves towards independence--
though normal for this age group--were seen as serious behavior prob-
lems.
Researcher: Have you ever had any medical prob-
lems with her or behavior problems?
Mother: Yes, we did at one time. She occa-
sionally wants to defy me.
Researcher: Is that a problem between the two
of you?
Mother: Kind of between all of us. Not just
when I ask her to do something, but when
her father asks her to do something. Just
this morning before we left, she said, "I
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don't want to go in that car" and
started to pout ...
END
Mother: She can get stubborn, talks back,
does everything. We went away last
November and we left a young girl to stay
with them. The night before we came home
she asked them both to pitch in and help
her clean up and straighten up. My son
was right there helping and she had to be
literally dragged down the stairs.
More dramatically, there was a correlation made constantly between
Nancy's body size and her success as a young woman. In order to be so-
cially successful, to be desirable and actively involved with her
peers, Nancy was told she will need to be thin, but she also knew,
as did the rest of the family, that this would mean that she would be
gradually leaving the family. Therefore, one way to stay loyal to her
family was by staying overweight.
Researcher: Does Peter remind you, does Peter
talk to you about your weight?
Nancy: Yeah. We talk a lot. He talks about
our neighbor a lot. He goes "Do you know
so and so does not have a date to the prom
because she's overweight? You'd be really
pretty if you lost weight."
END
Researcher: Your folks were saying when we met
last time that you were concerned about her
being overweight and that you wanted to see
her thin.
Peter: Yeah. Because I'm in high school now and
I see what happens to girls that are over-
weight, they don't get asked on dates or any-
thing like that and I don't want to see her
left out and sad or depressed.
END
To the question "What do you think will be different if Nancy loses
weight?"
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Father: I personally think if she loses weight,
what I'm afraid of is what I said before,
she's in junior high now, she'll be in high
school the year after next. (Mother looks
down) Nancy is 12 going on 20. If she
could wear make-up and high heels and go
out on dates, she'd go out tomorrow.
Father expresses
family's fear of
Nancy growing up.
Idosyncratic stresses . Information from the Clinic intake sheet showed
that there had been a death in the family within the last year. The
family did not mention it during the course of the interviews and
nothing more was known about it.
Response to diet . This family organization seemed very rigid. Between
the first session and the second, Nancy had lost three pounds. During
the second interview the parents began to suggest that she was not do-
ing well and predicted failure. They expressed fears of what might
happen if they continued with the program, suggesting that if they
pushed her to lose weight she might become anorectic and/or start to re-
sent them. Peter was very active in this session, lecturing and at-
tacking Nancy.
Mother: I really think at this point
that I should just leave her alone. I
shouldn't make her feel as though she can't
sit down in front of me and have a piece of
candy openly without waiting for me to say
something. I don't think that's very good.
Peter: I heard that people when it comes down
to it if she thinks it might be too late
then, she might go on a starvation diet
just to get down quickly. I've heard of
that. Especially girls who do that tend
Fear of what will
happen if Nancy
loses weight ex-
pressed as fear of
anorexia
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to get very, very sick. So I don't want
to see her get sick.
Mother: You know, it got to the point that one
day she asked me about anorexia. It's al-
most as if she would like to do it to
please me and do it overnight, do you know
what I mean?
Researcher: That's what you're talking about,
getting sick?
Mother: (to Peter) When they diet and do
things to themselves that they shouldn't
do, they make themselves vomit or go to
the bathroom right after they've eaten so
nothing stays with them. I think this is
more of a problem.
Nancy's success on the diet was threatening to the family and
the messages they sent her about success and failure were confusing.
Their support for her diet was inconsistent. Mr. Sutton was in a par-
ticularly difficult position, for if Nancy lost weight, he lost an
ally.
Father: I know what she likes as far as sweets
go. On the other hand, when I do go out
every father likes to take their daughter
out or child, and have an ice cream together.
Some kind of goody, it's enjoyable. And
how do you do this with a child knowing
you're not doing her any good as far as her
weight goes?
Their relationship
based on eating and
weight--her diet
threatens their al-
1 iance.
END
Nancy: Last Sunday we went to my aunt's house
to see my grandmother and my father
stopped and got a cake and some ice cream
and he asked me if I wanted a cookie, and
I got one cookie, then he asked me if I
wanted to split a piece of pizza and I
knew I shouldn't have the pizza and so I
refused it. So we went over to my
aunt's house and he had chocolate cake
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and ice cream-- I didn't have a bag of pop-
corn, my aunt said popcorn was good for
you and I should have it so she gave me a
small size bag for me and I was eating it
because ... and so after he asked me if I
wanted cake and ice cream and I refused it
since I had the popcorn. I didn't need
cake and ice cream, and he said come on
I'll give you some ice cream. I refused
because I already had a cookie and some
popcorn. So he just asked me to see if I
would accept it. So I knew what to do, I
controlled myself not to have the cake and
ice cream. So I helped myself out that
day by not having what I knew I shouldn't
have.
Father: My gripe with that is not her prob-
lem. If you're going to visit an aunt or
going out to a party, you should take the
liberty of cheating a little bit, every-
body does.
Nancy: But I wasn't in the mood to cheat.
Dad.
Father: Okay, but that is not your problem.
That is not an everyday occurrence. Your
problem is with your everyday way of life.
Nancy: I haven't cheated in three weeks.
Mother: If she chose to be careful that day,
I think it's all right.
Father: I don't have anything against that.
Nancy: But you
Father: Hold on a second, that's up to you.
I'm not against it, but if someone else
chooses to indulge, you should keep your
comments to yourself.
Father upset about
losing ally.
Mother supports
Nancy against
Father.
Father isolated
without support from
Nancy. Her support=
obesity.
It was not only Mr. Sutton, however, who was concerned about
Nancy's dieting. The careful balance of power and conflict between the
couple was stablized by Nancy at this point. All members were
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threatened by change.
Nancy: Sometimes they make me feel guilty.
One time we were over to a friend's
house and we had dinner, and they brought
this big chocolate cake and cookies and
I had just started a diet that day.
There they were eating cake and I was
just sitting there watching, tempted,
looking at the cookies, tempted to have
one. I kept going in and out of the
room.
Mother: (smiling) Finally she couldn't
stand it.
Nancy: I broke down, grabbed a cookie and
ate it. I pigged out and felt guilty.
No attempt to con-
trol the environ-
ment.
Cues her approval
and acceptance by
smiling.
By the third interview, Nancy had gained back the weight she
had lost. The parents were united in attacking her and the Clinic for
the failure, blaming Nancy for not being motivated to lose weight,
which was further "evidenced" by Father's ability to lose ten pounds
during that period of time. Peter was much less active in this ses-
sion. In fact, he was out of the room a great deal of the time. Per-
haps his presence was not as necessary at this point to protect the
homeostasis, now that Nancy had gained weight.
Father: My wife and I are both tired of yell- Unite to attack and
ing and so forth about Nancy's weight. I support Nancy,
don't know whether her Mother spoke to you
or not about it. We feel that we may be
doing more harm to Nancy. Nancy is not
quite a young lady yet, we feel as she does
become a young lady her metabolism might
change, and so forth and so on and maybe
we're putting a lot of undue stress on her
by constantly trying to make her do things.
There are times when she gets up in the
morning she may be very irritable. This
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is what I told her last night. It's
merely my opinion, I could be wrong.
She gets up in the morning, she may be
late, she's grouchy, she walks out without
having any breakfast, I feel by not having
a proper breakfast before school
,
come
lunch time she's ravenous and she's pigging
out at school
.
Both parents were aware that she was cheating on the diet and that
she was not eating properly. Yet there was no attempt to step in and
correct the situation. The rules against open resolution of conflict
and the inability of the parents to work together prevented them from
taking action to help Nancy with her diet.
Father: We surmise what she's doing. I try to
bring out that she leaves here sometimes
belligerent in the morning because she over-
slept and she hasn't had a chance to have
her breakfast, she goes out literally not
having anything, not even a glass of juice.
Their mirror- image
disagreement pre-
vents united posi-
tion; no resolution
of the problem.
Mother: I think she is trying to cut herself
back.
Father: Can I finish /
Mother: to two meals a day, but not having
breakfast. I don't think it's because
she doesn't have time. I think she'd
rather do without.
Father: If that's her theory and my theory is
that by missing breakfast that she's pig-
ging out at lunch time.
Researcher: When Nancy gets up and hasn't been
eating breakfast, how do you find out
about it?
Father: I'm having a cup of coffee and she's
not coming in, she all of a sudden comes
over and kisses me goodbye.
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Researcher: Do you get into something with her
around breakfast? What happens?
Father: This is just a point I brought out to
her last night, that I thought.
The raters hypothesized that Nancy's weight loss was threaten-
ing to the family and that there was a quick and powerful move to re-
turn to a comfortable balance. There seemed to be little tolerance in
this family at this time for change.
Tolerance for Conflict
There seemed to be a rule in this family against completion or
resolution of conflict. When conflict emerged, it continued in a sym-
metrical escalation until it passed the point of tolerance and was dif-
fused by a third person, usually Nancy. Conflict emerged quickly and
independently of the issues. The lack of conflict resolution prevented
the family from ever taking an action that would lead to change. They
would just continue to struggle over the same issues again and again.
Conflict avoidance and diffusion took many different forms in this
family.
Symptomatic behavior was used to distract and diffuse con-
flicts. By being fat and continuing to cheat, Nancy was able to pro-
vide her parents a focus for their conflict. Father also used his
obesity and failure in dieting to diffuse conflict. He was able to
diffuse conflict by shifting the topic to his symptom.
165
Researcher: I'm not sure of your position. Do
you push her or back off or what do you
thi nk?
Father: Well, you know, I'm the father. I've
told her all the things I know I've done
wrong. Number one. I've gone to Weight
Loss Clinics, I've gone to Weight Watchers,
I've had acupuncture. I've tried every fad
diet there is. I know what my problem is,
and I know how to read calories, and count
calories and so forth, and so on, I like to
eat. A lot of times I'd eat out of ner-
vousness. I'll go out on a job and I know
some of the guys on the job. I'll stop and
have coffee and donuts. If the coffee
truck comes. I'll stop and buy coffee and
donuts. I have too many coffee breaks. I
know my problems. I know her problems. I
know she's inactive.
Another means for diffusing conflict was the tri angling of a
third person; entry of third person; or detouring through a third per-
son. Many times during the interviews, the researcher stepped in to
diffuse conflict by changing the subject, or asking questions. Accord-
ing to structural theory, which aknowl edges the power of the system in
inducting outsiders into the family system and rules, this offered evi-
dence of the triadic management of conflict within the family (Fishman,
1981 ).
Father: Let me ask you--do you appear to your
friends as the poor little rich girl?
Nancy: No.
Father: Because you're not, you know.
Nancy: I know. I never said I was.
Father: If your father wasn't in the construc-
tion business, you wouldn't be living in
this house.
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Nancy: I'm just the same as everybody else.
Father: The reason I ask is because yesterday
you brought up the same thing in our con-
versation. You seem to want to be on the
top of the hill.
Nancy: I don't. Listen, I don't try to top
anybody.
Father: It seems to me that that's what all
the kids are trying to do--mine is better
than yours.
Mother: If I can remember correctly, when I
was between the ages of 11-14, I was very
difficult. I think girls--I know from
experience, I think boys, he'll go outside
and play with anybody. He doesn't care how
old they are. If they can get a baseball
game together that's fine. I find girls
entirely different going through this age.
Father: I think they're more materialistic,
the way she's talking.
Mother: With friends, I think it's very diffi-
cult to make friends at this age. (talks
over Father.)
END
Researcher: Do you think she's gained or lost
weight?
Father: I think she's gained.
Mother: From last Wednesday until now? I
doubt she's gained. I think she's the
same.
Father: I don't know whether I'm going to
embarass my daughter or what, (turns
away from Nancy) I spoke to my daughter
last night and I told her I was going to
mention it to you and she said go ahead.
So, therefore, it will come as no surprise.
My wife and I are both tired of yelling and
so forth about Nancy's weight (etc.)
Mother enters to
diffuse conflict,
supports Nancy,
changes topic.
Argument now between
Mother and Father.
Conflict diffused by
bringing in Nancy;
Father able to join
with Mother by at-
tacking Nancy.
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Members avoided taking a firm stand; gave vague, irrelevant
answers; shifted topics, and pleaded ignorance.
Researcher: I'm curious what your response is
to what your wife just said, (long pause)
(Father drops something, Nancy picks it up. Father activates
Father reaches for it. They smile at each Nancy, they signal
other) alliance.
Father: I have no response to it.
(Nancy reaches over for whatever he is now
holding. They hold hands for a moment)
Peter: He wasn't listening.
Father: I was listening. I can tell you al-
most verbatim what she said.
Researcher: Do you think /
Mother: Do you think, my nagging her /
Father: I understand what she is saying and
I think when Nancy turns to a teenager,
and her weight is a problem I think she'll
do something about it.
Father avoids
confrontation by not
expressing opinion.
Nancy distracts
him, offers her sup-
port.
Peter enters to
attack Father, offer
support to Mother,
diffuses dyadic in-
teraction between
Nancy and Father
protecting covert
nature of alliance.
Shifts the topic
to diffuse conflict.
Alliance shifts served to diffuse conflict betvjeen two people.
Peter: Do you think you need that stuff?
Nancy: No.
Peter: Then why do you ask? When you're alone
wi thout us three . .
.
Father: Can I say something, Peter. What he's Father enters to
telling her right there / diffuse conflict,
supports Nancy.
Peter: I'm looking toward the future, to help
her.
Father: She rebels when he speaks. She doesn't
like to be boseed by him. She doesn't like
to be told by him. Now she's biting her
tongue right now.
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Researcher: Is that true?
Nancy: Not really.
Mother: What would you like to say to your
brother right now?
Nancy rejects his
support.
Mother enters to
join with Nancy.
Father: You be honest now.
Nancy: Mind your beeswax.
Peter: Right, exactly. But you should listen
to me, because I'm the person /
Mother and Father
expressing same po-
sition—Nancy em-
powered, responds
Nancy: I've been listening to you for the
last five years.
Mother: (to Researcher) She has three bosses. Mother continues to
support Nancy.
Peter: But she should be looking to me now as
a friend than a brother, because I know.
Nancy: He wakes me up at 6:20 in the morning
to say "Happy April's Fool."
Mother: You wouldn't mind if your girlfriend
did that.
Mother shifts sup-
port to Peter
Nancy: I don't live with my girlfriend. I
live with you 24 hours a day, seven days
a week.
Peter: Nancy, you should still look to me
because I know what it's going to be
like for you in a few years, and I don't
want to see you get hurt, that's why I
get on your case
On the occasions when the raters saw a possibility of resolu-
tion, a third person entered to restore the conflict and prevent reso-
lution.
Mother: There's just so much you want to pres-
sure her.
Researcher: (to Father) What's your position
on that?
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Father smiles
Peter: That if you push far enough you would
lose weight? (to Father)
Father: My position?
Researcher: Your position on her, not on you,
on Nancy. About pushing or not pushing her.
Father: I think I'm the one who started it
long ago.
Peter: Then how come it didn't come to me. I'm
the oldest.
Father: I told her. I had made my feelings
known to her a long time ago.
Nancy: You put me on guilt trips. You do.
Yes, you do.
Mother: When do I push you too far?
Father: Why do I put you on a guilt trip?
Nancy: You do. When you sit down and say
"you're only hurting yourself."
Peter: And that's true, how is that a
guilt trip?
Nancy: You really make me feel bad. You do,
you put me on a guilt trip when you say
that. I've heard you a thousand times.
Peter: So why do you do it?
Nancy: You don't have to keep repeating
yourself.
Father: So you prefer I don't say anything
any more?
Nancy: Yeah.
Father: OK. I won't say anything any more.
Peter: And then you'll eat and that will be a
few more calories.
Avoids taking stand.
Peter enters to
shift focus.
Father acts ignorant
to avoid conflict.
Avoids conflict by
blaming himself.
Nancy enters to dif-
fuse conflict.
Mother enters to
diffuse conflict.
Peter enters to dif-
fuse conflict.
Again tries to dif-
fuse.
Near resolution—
Peter enters to re-
store conflict and
avoid resolution.
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Father: (to researcher) What is one supposed Father acts de-
"^0- feated.
.
Hypotheses about the Function of the Symptom
in Maintaining Family Homeostasis
Nancy s obesity and her failure on the diet served a number of
important functions in the family. It provided a metaphor for the con-
flict between her parents, and allowed them to struggle with each other
in a way that was less threatening than a direct conflict. They were
able to talk to each other and attack each other indirectly by attack-
ing and defending her.
Nancy's weight problem also balanced power in the marital re-
lationship by marking an alliance with her father, and serving as a
support for him in a "one-down" position. Her failure on the diet
served to reinforce his argument with his wife. Nancy's triangulaged
position also allowed her to maintain balance within the system by
shifting her support as it was necessary.
Her weight and problems with dieting also served as a distract-
ing focus for her parents. As tension started to rise in the family,
Nancy could start eating and gaining weight and her parents would come
together with some semblance of unity in order to become exasperated
with Nancy, blame her for the failure, and give up. It was interesting
to note that as Nancy began the diet and started to struggle unsuccess-
fully with losing weight, Mr. Sutton was able to lose a great deal of
weight. The researcher hypothesized that as the focus of the conflict
shifted from his weight to Nancy's, he was freed up to be successful
while still maintaining his position in conflict with his wife.
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If Nancy would stay obese and become less attractive and ac-
tive, the chances of her moving normally into her peer group would be-
come less likely. The less involved she would be with her peers, the
likelier she would be to spend time with her family. The raters saw
her obesity as a way of maintaining her over- involvement with her
family, and preventing the age-appropriate disengagement from them.
In her crucial role of maintaining balance within the family, a move
out into her peer group would be threatening to all members. There-
fore, her symptom continues to protect her family by keeping them at an
earlier stage of development.
Hypotheses about System Interactions which
Support and Maintain the Problem
Based on the assessments of the raters, the following are sug-
gested:
Nancy's overinvolvement with her parents prevented them from
being able to deal with each other directly. Because they were unable
to deal with each other directly, Nancy stepped in to serve as a buf-
fer. This cycle was self-perpetuating and her involvement became
necessary to stablize them.
Nancy's overinvolvement with her parents and the nature of the
boundary between the family and the outside world prevented her from
developing normally in learning social skills necessary in dealing with
her peers. Her experience in the outside world of her peers could
be
one of failure and her sense of social incompetence could
reinforce
the belief that the world is not a safe place, and could
cause her to
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return to the comparative safety of her family. This then in turn
would reinforce Nancy's overinvolvement with her family, beginning the
cycle again.
The lack of executive function due to the inability of
her parents to work together, also stabilized the symptom. Al-
though they were aware of problems with the diet, they did not move
to change either Nancy's behavior or the environment. She was never
given a clear message about her weight and diet; as soon as one
parent made a statement, the other contradicted or disqualified it.
Either way they would decide to handle the problem: either to sup-
port a diet, or abandon it, would be functional as long as they both
agreed, and as long as they maintained the position over time. As it
was, she was caught in the middle between them and either way she
moved was wrong. They did not provide guidance, structure, or support
and at times actually sabotaged the diet.
The alliance between Nancy and her father made it difficult for
her to lose weight and still maintain her loyalty to him. As long as
she was so closely identified with him, she was in a bind whereby los-
ing weight would look like betrayal, and make him look bad. Her con-
tinued inability to lose weight supported his argument that dieting is
impossible and strengthened his position vis-a-vis his wife.
In cases where it seemed as if there might be resolution to a
conflict, a third person entered to prevent resolution and restore the
balance. Therefore conflict was never resolved and the family was un-
able to make decisions and change.
The family sought professional help for Nancy's obesity.
After
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a short trial, they became frustrated and gave up. This pattern served
to justify the parents inability to solve the problem, since even the
profe'ssional s could not help. (By the third interview, they were
planning to withdraw from the Clinic.) It established the problem as
chronic and hopeless, which further supported Father's difficulty in
losing weight, giving the father evidence of the difficulty of the
task. This made any possible future efforts to solve the problem in-
creasingly difficult.
There was a very complex sequence which maintained the symptom.
As someone did attempt to take charge of the diet, or as they began to
"get after her," Nancy got angry and responded by eating, going off the
diet, probably secretly--as to do so openly might invite the possibili-
ty of open conflict. The family knew that she responded this way to
their intrusiveness, and yet they continued to do it. She gained
weight, the family became even more intrusive, which led to further re-
belliousness. At some point her parents got frustrated and gave up,
refusing to take any further responsibility for the diet. At that
point, Nancy invited them back in my complaining about her weight,
asking them for help, or in some other way activated them again. It
was a cycle that has no winners: Nancy felt harrassed, her parents
felt powerless and angry, and the result of the sequence was the main-
tenance of the symptom.
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STRONG FAMILY
Description of the Family
The family consisted of Edward Strong, age 38, Barbara Strong,
age 38, and Mrs. Strong's two daughters, Carolyn, age 14 and Joan,
age 12. This was the second marriage for Mrs. Strong. She and her
husband married five years ago and moved from her home in Ohio to his
home in Massachusetts. Her family was still in Ohio and she and the
children visited there twice a year, at Christmas and Easter. Her ex-
husband, the girls' father, lived in Georgia, where he had recently re-
located. His daughters visited him there once a year. Mr. Strong was
working full time as a construction worker. His work occasionally took
him distances and caused him to be away from the family for short peri-
ods of time. At the beginning of their participation of this study,
Mrs. Strong had been working occasionally part time as a temporary
clerical worker. By the second interview she had begun working full-
time, although she was home by 2 o'clock every afternoon.
Carolyn was a tenth grade high school student and Joan was in
the seventh grade. The family was white, Protestant, and working
class. They lived in a small town near Boston. Although both girls
participated in the weight loss program at Children's Hospital, for the
purpose of the study, Carolyn alone was designated as the identified
patient. It was felt that Joan's medical history presented too many
complications to focus on her obesity and success with the diet.
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Description of the Problem
Mrs. Strong said that the problem with the girls' weight
started last year when Carolyn did not want to wear a swimsuit because
she was too fat. Carolyn said the problem began a couple of years
ago. Both girls have tried diets at home, but have been unsuccessful.
No previous professional help has been sought for the girls for the
problem with obesity.
At the time of the first interview, Carolyn weighed 60 kg
(132 lbs.) with a height of 158 cm {B'l^^"). Her weight was 120% of
ideal body weight.
Other obese family members . Both girls described themselves as obese.
Although at intake they did not look overweight to the researcher,
their height, weight, and skin fold measurements indicated clinical
obesity and they were accepted for treatment at the clinic.
Mrs. Strong has had a serious weight problem for the last
three or four years since her remarriage and subsequent move to New
England. She said she has tried diet clubs, programs, doctors, and a
hypnotist, with little success. She did have some success with the
hypnosis, but regained all the lost weight on a Christmas visit to her
family in Ohio. She said that she'd gained over fifty pounds
during
the last four years. Mr. Strong said that he also could
lose some
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weight, but it was agreed on the part of all family members that it
was not a problem for him.
Other medical and behavioral problems in the family
. Joan was born
with Turner's Syndrome, a congenital defect which in her case is marked
by ovarian malfunction, a congenital heart defect, webbed-neck, small
stature, and hearing and vision problems. She had also had spinal
meningitis and pneumonia twice. She was under the care of a number of
medical departments of Children's Hospital including audiology, sight,
and cardiology. Although she had these problems, she had been very
active physically, and neither she nor her family had allowed her
medical problems to interfere with her activities.
Carolyn also had hearing problems. In addition she has had
tuberculosis and was receiving help for learning disabilities at
Children's Hospital. She has also been classified as a 766 (special
needs) student in school and is receiving special aid there. She has
a history of blackouts and was in individual therapy for her problems
with her "self-esteem." Both girls were being treated at Children's
Hospital for allergies.
Referral Source and Process
Mrs. Strong first heard about the Weight Control Program from
a friend whose niece was successful in the program. She said that
since they have also been involved with Children's Hospital for care
in many other areas, it seemed to be the logical place to take the
girls for help with this problem.
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Initial Contact
The first contact with the family was a phone call made to the
home. The researcher spoke with Mr. Strong who sounded both surprised
and irritated that his wife had made the appointment. He said he
didn't know why she had since "the girls aren't fat" and suspected that
she was "overreacting" to the problem. He suggested the researcher
call back and speak with his wife. The researcher contacted Mrs.
Strong and made an appointment with her. Although she said her husband
would be unable to make a daytime appointment, he had agreed to attend
the other two interviews. She was interested in the project and in
need of help. At the first interview, the researcher and her assistant
were both struck by the fact that neither of the girls seemed seriously
overweight.
Organization of Interviews
The first session was held at Children's Hospital. The mother
and the two daughters were seen. The father was unable to get off from
work for the session. The second and the third interviews were held at
the Family Institute in Cambridge, and the mother, stepfather, and the
two daughters were seen.
Boundaries
Interpersonal boundaries . This was a family with diffuse interpersonal
boundaries. There was a great deal of global speaking. The diet was
a
group project they all undertook , and the weight was a collective symptom.
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Researcher: What are you going to do if the
girls get diets today? Are you going to
eat what they eat? How are you going to
handle that?
Mother: The girl that I talked to thought they
would see all three of us, it would be
something because I'm overweight too. That
we could all do.
They spoke with assumed expertise about one another's feelings,
thoughts, and behavior, especially eating. They spoke freely for each
other.
Researcher: When did you start being worried
about it? (to Carolyn)
Joan: A couple of years ago.
Mother: I think about a year ago.
Researcher: Just about a year ago. Did you
not fit into your clothes any more? What
did you notice about it?
Carolyn: (Looks at mother) I don't know; I
didn't look good in some clothes. My
friends are small.
Joan answers for
Carolyn.
Mother reasserts
her expertise.
Researcher in-
ducted; allows
Mother to answer for
Carolyn.
Carolyn requests
help from Mother.
END
Researcher: (To Carolyn) What has changed for
you? What's going on?
(Mother and Carolyn turn to each other)
Carolyn: (To mother: shrugs) What? I don't
know.
Mother: I think she just feels better about
herself. I think they [Carolyn and Joan]
feel better about themselves. Before they
felt ugly because they were fat even if
they weren't. I think now they just feel
good about themselves.
Carolyn acts igno-
rant to bring Mother
in.
Mind-reading
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There was a strong overprotectiveness, particularly towards
Carolyn. All members answered for her, cued her, and took over her
tasks. Carolyn maintained this behavior by acting incompetent or pro-
fessing ignorance, particularly about her own thoughts, feelings, and
experience.
Researcher: When your mother says you come down
hard on yourself, what does she mean?
Carolyn: (Looks to mother) What does it mean?
Mother: You know, when you give yourself a bad
time.
Carolyn elicits
Mother's involvement.
Mother answers
for her.
Joan: You yell at yourself. Joan answers for
Carolyn.
Mother: You get really mad at yourself be-
cause you say you're fat and short, call
yourself--what' s the name?
Joan: Stumpy.
Carolyn: Stumpy. That's what everyone calls
me, though the kids around me, they don't
say it all the time.
END
Researcher: (to Carolyn) How much do you have
to lose?
Carolyn: (To mother) 18 lbs.?
Mother: I thought it was 23.
Joan: No, 21.
Carolyn: (Shrugs) I don't know.
END
Carolyn acts ig-
norant, elicits
Mother's involvement.
Joan corrects Mother
Carolyn avoids hav-
ing to choose by
acting ignorant.
Researcher: What are your predictions if it
isn't solved? (pause)
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Mother: If it isn't solved? (pause)
Joan: That's a hard question. Joan rescues Mother.
END
Both girls, but most dramatically Carolyn, looked to their
mother before answering any questions or offering information.
In the first interviews, Carolyn never answered a question or
spoke without first looking to her mother. Unlike her sister, she
never initiated conversation or addressed the researcher. She
mumbled, and spoke so softly that she was almost intelligible.
There was a strong overinvolvement between Mrs. Strong and
Carolyn with a marked lack of differentiation between them. One of
the raters stated, "I couldn't imagine more enmeshment." Carolyn
seemed to be a shadow of her mother. Their physical resemblance was
remarkable and their mannerisms alike. Carolyn acted as if she could
not function independently of her mother. All members of the family
spoke frequently of them as if they were enough alike to be one per-
son.
Mother: This is 3 o'clock. I had all this
and I don't know why. I wasn't even hun-
gry. In fact, I got sick to my stomach
because I had so much and I watched her
and she was doing the same thing I was
doing. Joan wasn't home, but Carolyn was
eating just as much as I was.
Researcher: Do they eat the same way you do?
Do they eat too much?
Mother: Joan doesn't eat as bad. Carolyn eats
like me, Joan doesn't.
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Mr. Strong, although peripheral, was somewhat involved in the
enmeshment in that he spoke for others and allowed others to speak for
him, but for the most part he was recognized as a different individual.
Subsystem boundaries
.
Marital subsystem
. The raters did not have a sense of this
couple as a clear autonomous unit. They did not seem to spend much
time together either at home or socializing. There seemed to be a dis-
tance between them; they did not speak to each other in the inter-
views, nor did they make eye contact. Mrs. Strong seemed to be more
involved with her daughters, particularly Carolyn, than with her hus-
band.
There was no open conflict between them. Criticism or expres-
sion of differences of opinion was infrequent and always softened with
laughter. The raters hypothesized that the distance between them
served as a means of avoiding and diffusing conflict.
If Mrs. Strong's weight was a source of conflict between them
it was not clear from these three interviews. During the two inter-
views with the couple, only one criticism was made of Mrs. Strong's
weight by her husband, and the family laughed it off, treating it as if
it were a joke.
Mother: They won't sit down and have a half a
gallon of ice cream /
Father: //like their mother/
Mother: //one night . . . like their mother
yeah, and like they're all doing.
(All laugh)
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This suggested that the couple might have been having difficulty about
her weight, but that it wasn't brought into the interviews as a major
struggle.
The raters suggested that the couple may not have been able to
develop their relationship as a dyadic one because of Mrs. Strong's
overinvolvement with her children and because of the stresses entailed
in the remarriage and move to Massachusetts. It seemed as if they
needed the opportunity to build an autonomous relationship which did
not involve others.
There seemed to be a strong affection and easy going good humor
between the couple.
Parental subsystem . Mr. and Mrs. Strong did not work together
as an executive subsystem. Nor did it seem in the first two sessions
that either of the parents was in an executive role individually. Mr.
Strong was peripheral, assuming no leadership role in parenting the
girls. He did not make or enforce rules, deferring instead to his
wife. There seemed to be a distance between him and the other members
of the family which was explained by his frequent absence from home be-
cause of work. In many ways he was kept out of the "family" consisting
of Mrs. Strong and her daughters. Mrs. Strong kept things from him and
did not share information about the girls. She made unilateral deci-
sions, or decisions made jointly with the girls. He in turn did not
"intrude" to take over these tasks jointly with his wife. Much of this
seemed to change by the third interview.
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Mother: Now I probably see it more than Ed be-
cause I'm there with them every morning
when they are getting ready and when they
,
come home and I see Carolyn when she does
exactly what I do, she has nothing to do
with herself, so I see it when they come
in from school, and Ed isn't always there.
END
Researcher: Does your husband think they are
overweight too?
Mother: I don't think he ever said. Has dad
ever said?
Joan: He doesn't say much about it.
Mother: The kids have talked about dieting be-
fore, they just want to stop eating and just
ant to have breakfast and nothing else, or
just breakfast and supper and nothing else,
and not have lunch. He tries to explain to
them that they can't do that . . . "you
have to have something .
"
Joan: I like to have my normal breakfast and a
glass of juice, but for lunch I just like
having fruit, and then just have whatever we
are having for supper--it's usually fatten-
ing.
Mother: They have that every morning. Either
that or cold cereal, but usually they have
something hot, and then lunch. I pack
their lunch.
Joan: This drives me crazy, a bag of chips,
fruit and cookies. What else? When you
put that--that's what adds up the calories--
that's what gets you fat!
Mother: Anyway, Joan will start throwing
things, "I don't want this ...
"
Joan: I know, I started doing this because
I don't want it in my lunch, except for
my sandwich and my fruit.
Mother's expertise
and Father's non-
involvement ex-
plained in terms of
absence.
Has not discussed
the problem with her
husband.
Father has made sug-
gestions.
Joan rejects
Father's guidance.
Joan rejects
Mother's guidance;
criticizes her
parenting
.
END
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In the first two sessions Mrs. Strong did not seem to be func-
tioning in an executive capacity. She was strongly overinvolved with
Carolyn and did not take charge. She supported Carolyn, spending much
of the time placating, defending, or protecting her. Carolyn seemed to
have a great deal of power in her "weakness"; in many ways she con-
trolled the family with her symptoms. Concern for her took precedence
over other issues and her well-being was a focal point for all family
members.
Joan functioned in many ways as a parental child, hierarchical-
ly equal with her mother. She took much of the responsibility for
guidance and leadership, and in general seemed to keep the family to-
gether and focused. Mrs. Strong told the researcher during a phone
conversation that "Joan is the one who gets us going." Joan commented
freely and frequently on the behavior of both her mother and sister,
and interacted with her mother more like a peer than a parent. One
rater suggested that she might get this power from a cross-generational
alliance with an adult in the system, the stepfather or natural father,
for instance.
Mother: I haven't given up my soft drinks; I
really need to do that.
Joan: She bought two soft drinks and ate two Joan comments freely
Hershey bars. on Mother's behavior
END
Researcher: It looks like you fight with your
mother (to Carolyn)
.
Joan: Yeah, every morning!
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Researcher: You don't fight with your mother?
(to Joan)
Joan: No.
Mother: And you are not fighting as much as
with Carolyn, right?
Joan: It's these two right here, every morn-
ing.
Mother: Carolyn and I are too much alike . . .
everyone says. Carolyn is hard headed, and
so am I.
Joan: You're hard headed toward dad and she is
hard headed toward you.
END
Mother: We wont' buy them . . . really we don't
have them at home; the only things we have
at home is chips and cookies for their Hierarchical rever-
lunches. sal; Joan sounds
like mother, mother
Joan: . . . and marshmallow cookies and oreos. sounds like
daughter.
Mother: I said cookies and chips.
Joan: I know, there are a lot of kinds of chips
and cookies.
END
The raters suggested that the overinvolvement between Carolyn
and her mother, as well as Joan's function as a parental child had
served to block Mr. Strong from assuming an appropriate parental role.
By the second interview there were noticeable changes both dur-
ing the interviews and in the family's reports of changes at home.
Mrs. Strong had started taking charge of the diet and assuming more
leadership in general. By the third session it seemed as if the
parents were working more closely together, and Mr. Strong was
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beginning to be more involved with the girls in a parental role.
There seemed to be more closeness between him and Carolyn. Joan seemed
to be a great deal less central.
Sibling subsystems . Although Joan was the one that would tech-
nically be seen as handicapped in this family, Carolyn was seen as the
"fragile" one. The researcher speculated that the focus on Carolyn as
a patient protected them all from very real fears about Joan's serious
medical problems. The family were all very protective of Carolyn.
There seemed to be a general concern that she could not handle trouble
and would fall apart. Joan functioned as a parental child, answering
for her sister and coming to her rescue when she was on the spot. Al-
though she was younger, she seemed to be the older sister. Carolyn was
seen as weak, shy and withdrawn. It seemed as if Carolyn's overin-
volvement with her mother prevented her from developing normally,
whereas Joan, being more peripheral, and not being overinvolved with
her mother, was free enough to form relationships in the outside world
with her peers, and to function normally. Although she was handicapped
since birth with Turner's syndrome, she had not allowed it in any way
to interfere, and her parents have been very careful not to limit her
in any way because of this disability. She was very active socially,
athletically, in girls' club, at school, and was very much a self-
possessed, lively, humorous, intelligent, and well adjusted child. Her
sister, on the other hand, was not involved with the outside world.
She was still very overinvolved with her mother, and overprotected.
She acted incompetent, withdrawn, and presented herself as a
patient.
There was some suggestion of competition and possible conflict
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between the sisters, particularly over which of the two was fattest
and who would lose more weight. Joan seemed destined to lose this race
because of her medical problems which made weight loss slow, family ex-
pectations and her own loyalty to her sister.
Researcher: How are the two girls different in
the ways they diet?
Mother: Carolyn gets ...
Joan: . . . mad at herself. Joan in a parental
role, equal with
Mother: Really mad at herself, and really Mother,
gives herself a hard time. Really comes
down hard on herself because she feels
that she is fat. Joan doesn't; she just
will make a comment about it, and then
that's the end of it.
Joan: If I don't do it, I don't; if I do do
it, I do.
Researcher: When your mother says you come
down hard on yourself, what does that
mean?
Carolyn: What does that mean? (Looks to
mother)
Mother: You know, when you give yourself a
bad time.
Carolyn acts ig-
norant, brings
Mother in to take
over.
Joan: You yell at yourself. Joan and Mother take
over for Carolyn.
Mother: You get really mad at yourself because
you say you are short, and call yourself
. . . what's the name?
Joan: Stumpy.
Carolyn: Stumpy, that's what everyone calls me
though, the kids around me, they don't say
it all the time.
Joan: No kids around us, Carolyn, you mean at
school
.
Mother: I think last summer is when it started,
Carolyn didn't want to wear a bathing suit,
she didn't want to wear shorts.
Joan: Yeah, but she was skinny.
Mother: That was last summer, we could see no
problem.
Joan: She was skinny.
Mother: She was really, you know, Carolyn was
canoeing all day long; that's a lot of
exercise.
Joan: And she'd go swimming, every day.
Mother: Every day, swimming, we would drive
on the lake, and all day long she was
exercising. It seemed that when school
started and when the winter came she
wasn't out. Now she just roller skates
once a week. She wants to take modeling
in school close by us in the next town.
Joan: I'm in modeling.
Mother: And it really, I had a friend of ours
who went and it really just teaches . . .
It doesn't go into detail, but as I told
Carolyn, it might be good for her because
they could tell her what type of clothes
to wear.
END
Researcher: Does that affect what you do? Can
you still play sports?
Joan: Yeah.
Researcher: Does it affect your daily life?
Joan: No.
Mother: No, she does just about everything . .
that's the whole thing that really helped
Joan through the whole thing. Even when she
was a little girl we never restricted her.
We were always careful with her and we
never tried to hold her back. When Joan
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gains weight I think Joan's loss is going
to be a little slower than Carolyn's because
when I talked to Dr. Dietz Thursday, I told
him what they'd eaten Thursday and he felt
that Joan was going to have to cut back more
than Carolyn. That it was going to be more
difficult for Joan to lose weight than for
Carolyn to lose weight.
(Joan smiles and sighs.)
END
After the second session the girls went to the clinic to be
weighed in. There seemed to be a problem with the dietitian who was
weighing them. The researcher saw that Mrs. Strong and the two girls
were very upset. Carolyn was sitting and crying and Joan was trying to
comfort her. This had been the first time that Carolyn was weighed,
and the scale registered a 24 pound weight loss. The nutritionist was
concerned, corrected the scale and when Carolyn was weighed again she
showed a loss of 3 lbs., exactly the same amount of weight that her
sister had lost. She was very angry and upset and was crying. Joan
was hovering over her and looking very apologetic and guilty and trying
to soothe her. Joan was very angry that there was something wrong with
the scale and that the Dietition had made a mistake.
Mrs. Strong later told the researcher that she and her husband
had talked all week with Carolyn about the problem. They said that it
"brought her way down." They have been telling her that the scale must
have been wrong. They said that she was starting to feel better. She
insisted, and they supported her, that she lost more than 3 pounds,
that she had gone from a size 13 to a 9 and that something was wrong
with the scale and the Dietitian who weighed her.
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The researcher speculated that focusing attention on Carolyn's
problems served to distract the family from facing the difficulties
Joan did and would have with the diet.
Boundaries between the family and the outside world . The family had a
great deal of contact with professionals. They were very involved with
Children's Hospital. Mrs. Strong brought the children to the hospital
for any problem, using the hospital as she would a family doctor.
Carolyn was seeing a therapist because of her emotional prob-
lems described as low self-esteem.
Two of the raters thought that the mother might possibly be
overinvolved with her own family of origin. The fact that she gained
back the weight lost while visiting her family at Christmastime was
suggestive of this.
At the time of the first interview, Mrs. Strong seemed to be
very isolated. She was not very involved with friends or did she have
much support outside of the family. She spent most of her time at
home, working only irregularly. By the second session, she was working
full time and seemed to be involved with her job and her friends at
work. Joan appeared to be involved appropriately with peers and ac-
tivities outside of the home, Carolyn less so. The family was very
open with the researcher and willing to participate in the study.
Response to Change
Response to developmental stress . This family seemed to be facing two
forms of stress in their development: (1) Reconstituting the family;
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and (2) entering adolescence. Although the couple had been married for
five years, the family did not seem to have successfully reconstituted.
Mr. Strong was still peripheral, and he and his wife did not work to-
gether as an executive team. The family in many ways was still com-
posed of the mother and two daughters, with the father peripheral. It
seemed as if the reorganization which was necessary to redefine the
boundaries and integrate a new member had not taken place.
Adolescence was difficult, both because of Mrs. Strong's over-
involvement with Carolyn, and the particular difficulties that Joan's
development presented, particularly in regard to her sexual develop-
ment.
The overinvol vement between Carolyn and Mrs. Strong made it
difficult for Carolyn to disengage appropriately as an adolescent and
became more involved with her peers. One function that her obesity
served was to keep her aligned and overinvolved with her mother: as
long as she "felt fat" she refused to become involved with her peers.
Adolescence was a particularly difficult time for Joan. Be-
cause of her ovarian malfunction she would never reach sexual maturity.
She would not undergo the normal changes of puberty or develop secon-
dary sexual characteristics. Although hormone therapy might help her,
she would never be normal sexually. The raters suspected that the re-
ality of Joan's illness was highlighted at this point in her develop-
ment, and especially when compared with her sister's normal develop-
ment, was very upsetting to the family. They hypothesized that one
function of the obesity was to shift the focus of concern to a more
manageable problem.
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Mother: Joan was in the hospital. The chil-
dren are very short. They do bone
studies on Joan regularly. They say that
the tallest she will ever be is 4'9" or
maybe 5 '0"-- very petite.
Joan: I have bones like an 8 year old.
END
Phone Conversation:
Mother: With Joan's illness there will be dif-
ficulty in seeing any difference. She
doesn't have a waistline and so weight
loss for her would be different than for
any other child.
END
Response to diet . Mr. Strong was not present at the first interview so
that evaluating change and differences in structure between the first
and second session was difficult. Mother and Carolyn were seen in a
strong cross-generational alliance. Joan was seen as parental, on the
same level hierarchically as her mother. Both the mother and Joan were
protective of Carolyn. At that time they reported a great deal of
fighting between mother and Carolyn.
The father was present at the second session. Mrs. Strong and
Carolyn were still seen in a strong alliance, with the father peri-
pheral. Joan seemed to be less involved with her mother and sister
and moving towards an alliance with the father, which might have been
a role she played in the earlier family structure with her biological
parents. She was seen as less parental but still active. The family
reported changes since the first interview--a change in the eating
style and the way the mother cooked. Both girls had lost weight.
193
mother was cooking breakfast for her husband and packing his lunch.
Mother was actively managing the diet and household and enforcing the
diet. She was not watching TV or sleeping as much, and was going back
to work full time. Mother and Carolyn reported arguing less and
mother and Carolyn were both seen as being "in better moods."
Father: She's obsessed
. . . she's obsessed Mother mobilized by
. . . well, that's not the right word. She the task of managing
knows she is doing some good for Carolyn the diet,
and Joan and she thrives on it. She goes
full tilt for anything that's good for the
kids.
END
Mother: Well, sometimes I'm not very patient,
sometimes I'm lazy and I'll know there are
lots of days when the kids will come home
from school and I might be asleep or I'm
looking at TV or I might be doing something
else when I should have been planning some-
thing good for them to eat rather than hav-
ing cake sitting there to eat that they could
cut themselves, or make their own sandwiches.
And then I find myself that I make sure I'm
up when they come home. I make sure that they
have something that is good for them. And Mother mobilized,
it's only been a week, but to me that's a taking leadership.
start.
It seemed at the third interview that Mr. Strong was much
closer to his wife and Carolyn and that Joan had become peripheral.
Both girls were continuing to lose weight, Carolyn much more quickly
than her sister. Carolyn was buying more stylish clothes and was wear-
ing makeup and high heels and looked significantly more attractive and
older. Mother had also lost some weight. Father had also lost a bit
of weight and had his hair styled professionally.
Mr. Strong had begun to take a more central role in the family
and 'as a parent. He was becoming involved with the girls, and they
were including him in a different way than before.
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Researcher: Sounds like a lot of change.
Mother: Really? Well, the only thing we used
butter on, we used on tablespoon on their
omelets on Sunday.
Father: Not even that. Just a little bit on
the omelet. And that's another thing--
they've started eating things they wouldn't
eat before, like omelets. They never had
an omelet and Sunday was their first
omelet and they loved it!
Researcher: Is that the first time you ever
ate an omelet?
Mother: Yes.
Researcher: What a treat!
Mother: He's an omelet freak.
Father: I love omelets; I could never get them
to try it to eat.
Mother: But Sunday they were hungry and said
"Yeah, Dad, we'll have one." (laughs)
Researcher: You must make good omelets!
Mother: It was delicious. It was my first
one too and it was excellent.
Researcher: It was your first omelet too?
Mother: Right.
Researcher: Boy, it took the diet to get them
to appreciate you, didn't it?
Food seemed to serve as a metaphor in this family. For ex-
ample, whereas before Joan had rejected Mr. Strong's suggestions for
her diet, and his right to give her guidance, by the third
session she
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was /asking for his advice and accepting it.
Joan: Yeah. I used to hate wheat bread till I
tried it the other day. I asked Daddy, what
could I have? Either a piece of ham, uhm,
either a piece of chicken or ham? And he
said chicken would be better. But there was
no white bread until I said "what do you
call that?" Then I said "that's wheat
bread." cause I didn't like wheat bread.
But I tried it and I liked it.
Carolyn was much livelier during this interview. Joan on the
other hand was much less active, much less energetic, and seemed de-
pressed. For one thing, she had lost her parental role; as her
parents got closer and started to work together, she was needed less in
an executive capacity. More importantly, the researcher hypothesized
that the weight problem had been a protective way of distracting con-
cern from Joan's medical problems. With the removal of the weight
problem, the distraction was also removed, and the problems with Joan,
and especially her differences became highlighted. As this became more
pronounced, she became more and more isolated within the family.
Researcher: You are making 'omelettes now too?
Father: They all are.
Joan: I'm not making omelettes.
Father: That's only because you have trouble
reaching the stove.
(General laughter)
Joan: No I don't. I can reach the stove now.
The structural changes in the family were represented by their
seating arrangements at the interviews. In the first interview, Joan
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sat .close to her mother, between her mother and Carolyn. In this in-
terview she functioned as a parental child and her mother's partner.
In the second session Joan sat between her mother and stepfather, with
Carolyn on Mrs. Strong's other side. Joan faced her stepfather and at
times made physical contact with him. Carolyn and her mother sat very
close to each other and made frequent eye contact.
In the third interview Mrs. Strong sat between her husband and
Carolyn, in close physical proximity, with Joan sitting by herself a
significant distance from the three of them and the researcher. There
was a playfulness between the couple and Carolyn which had not been
seen before. Mr. Strong was much more active and involved. Joan was
almost silent and seemed isolated and depressed.
Idiosyncratic stress . Sources of stress in this family seemed to be
the parents' divorce and mother's subsequent remarriage, the move to
Massachusetts from Ohio, Joan's health problems, and Carolyn's prob-
lems, and her therapy. It was possible that the father's job and his
absence from home was a source of stress. Mrs. Strong's social isola-
tion was also seen as a significant stress.
Tolerance for Conflict
It seemed as if conflict was avoided totally or diffused very
quickly. Family members were very overprotective and in general did
not say things that would be interpreted as criticism or disagreement.
Critical statements were softened by humor and laughter.
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Mother: As I told them, it's not forever that
they're going to have to give up ice cream
and Cokes, cookies, but you'd know that
some day they'll be able to have those
things, they'll know how to eat them. They
won't sit down and have half a gallon of ice
cream and . . .
Father: like their Mother
Mother: One night . . . like their mother.
Yeah, and like they're all doing.
(All laugh)
The raters speculated that conflict in the family and in the marital
couple in particular, was avoided by careful distance regulation.
There seemed to be an attempt to avoid conflict about parenting
issues. The father was blocked/blocked himself from taking responsi-
bility for the children in an area which had always been his wife's do-
main. Mr. Strong was surprised that his wife had made the initial ap-
pointment, telling the researcher that the girls were not fat, and
that it was ridiculous to bring them to the clinic. When asked in
front of his wife whether or not he thought they were fat, he seemed
hesitant to state his opinion clearly.
Researcher: I didn't get a chance to ask you
last week, let me ask you very quickly
what's your opinion of this problem of
weight loss.
Father: My opinion of it?
Researcher: Yeah.
Father: I guess it's just that (pause) it's
the kind of thing that if not taken care of
--it's a problem in the sense that at some
point in your life, preferably while you're
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young, you have to watch, you know, have
some kind of controlled diet, I think
that it's more of what it could be
rahter than what it is.
In the third session, the researcher was discussing with the
family whether or not they would go back to the clinic. The mother
didn't want to go back to the clinic. She argued that the nutritionist
didn't know her job, that it was a long drive in and out, and that
basically, the family could handle it alone. Mr. Strong disagreed with
his wife and was able to express a different opinion, something the
raters had not seen in the previous interviews.
Father: I'd like to see them go back at least
one more time.
Mother: That's what I though we could decide
here.
Father: (inaudible speaking)
Mother: (turns to researcher) If I knew what
else the clinic had to offer
Father: That's why I think you should go back
and see what else do. they have to offer.
You went twice--first time good, second
time bad— so, you're even (laughs).
Mother: Yeah, if they can do something, like
if Carolyn is bored, she eats. They can
give her something (to researcher)
Father expresses
conflicting opinion
clearly.
Mother attempts
to diffuse conflict
by shifting topic
and bringing in re-
searcher.
Father continues
to make point, in-
troduces humor to
diffuse intensity.
Mother again
tries to bring in
researcher.
Although Mr. Strong was able to confront his wife about their
differences, they still had some difficulty in resolving the
problem.
There seemed to be a denial of conflict between the two
girls.
There was a great attempt made to treat them equally,
to keep their
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progress equal. In the third session there was a great deal of dis-
cussion about the fact that everyone was much happier, which was in
sharp contrast to Joan's behavior. She sat quietly in the corner look-
ing very depressed and seldom ventured any information. She did not
participate in as lively and as eager a manner as she had in the other
two sessions. There seemed to be an attempt to smooth over or deny
difficulties.
Researcher: Do you think it's equally hard for Researcher chal-
the two of you? lenges myth of their
similarity.
(The girls looked toward each other, and to
mother; long pause)
Joan: Yes, because we both have to give up
something, a couple of things we both
like.
Joan includes
Carolyn as way of
protecting her.
Researcher: Which one of them do you think
has the strongest willpower?
Mother: Oh boy!
Father: That's a tough question.
Mother: Yeah, they've just both done so well!
This is the first time their will power is
tested, I think.
Researcher asks
for differentiation
between the girls.
Mother reluctant
to answer.
Father rescues
her.
Joan: Yeah.
Mother: I think Joan would say herself.
Joan: That's hard because there are times I
feel tempted to get something fattening
and I think Carolyn does that too some-
times .
Researcher: Does she get tempted too?
Joan: Yeah.
Joan takes one-
down position to
protect her sister.
Answers for her,
keeps them similar.
Researcher in-
ducted--responds to
Joan's speaking for
her sister.
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Mother: Dr. Dietz thought the weight would be
different between her and Carolyn.
Father: Joan naturally is not going to lose as
much weight as her sister.
Hypotheses about the Function of the Symptom
in Maintaining Family Homeostasis
Based on the data generated by the three family interviews, the
raters suggested the following hypotheses:
Carolyn's weight problem affirmed the alliance between mother
and herself. As long as Carolyn "felt fat" she was unwilling to par-
ticipate in social activities with her peers. She was able to stay at
home and keep her mother company. Since her mother was isolated so-
cially and distant from her husband, Carolyn felt needed to fill the
void. She became her mother's companion. Her weight problem became a
way of staying involved with her mother and keeping her at home rather
than out with friends. Furthermore, her problems gave her mother some-
thing to do and a feeling of usefulness.
The obesity also served a very important function in diverting
attention from more serious problems, Joan's health and developmental
problems, to something minor and more easily resolved. As long as
Carolyn continued to be a problem, the family could worry about her and
try to help her, and would be able to avoid having to deal with Joan.
One rater suggested that the obesity kept Joan connected with
the other two women, whereas she would otherwise be excluded as dif-
ferent, especially at the developmental stage during which the dif-
ferences between the two girls were becoming more marked. The three
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women were able to maintain a unit with the semblance of a whole un-
broken family with an identity, united against the outsiders who were
different, the stepfather for instance. In this way the obesity also
served to mark boundaries around the family and define membership. It
is interesting to note that Mr. Strong was also acknowledged by all
family members to be overweight, and in fact the researcher and assis-
tant thought him significantly more overweight than either girl, but at
no time was he defined as having "a weight problem." He was excluded
from the family in this way. This also suggested that the key in de-
fining obesity is not weight or triceps skinfold or any physical mea-
sure, but the definition of the weight as a problem by those involved.
Hypotheses about System Interactions which
Support and Maintained the Symptoms
The raters were actually faced with two questions about the in-
teractions in this family: (1) What patterns supported the symptom;
and (2) what changes occurred that allowed Carolyn to lose weight.
(1) What patterns supported the symptoms?
The researcher hypothesized that Mrs. Strong was socially iso-
lated in the community and distant from her husband. With no support
or intimacy in other areas, her already overinvolved relationship with
Carolyn became highlighted. By being symptomatic Carolyn was able to
stay home to keep her mother company. Unfortunately, this overinvolve-
ment in turn prevented each of them from becoming more appropriately
involved in peer relationships; it maintained the distance between Mrs.
Strong and her husband and kept her from having to reach out and
find
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friends in the community. Carolyn, employed as her mother's companion,
also did not reach out and become involved with her peers. She did not
develop the skills necessary to deal with peers as equals, so that any
experiences she might have would more than likely not have been suc-
cessful, thereby reinforcing perceptions of her as being a failure.
The overprotectiveness also prevented Carolyn from developing
skills and competencies. Her identification as an incompetent patient
was perhaps a way of employing her mother who was otherwise bored. As
long as Carolyn was unable to do anything for herself, her mother had
a purpose and a task. With the prescription of the diet, Mrs. Strong
was able to use her energies to help Carolyn rather than protect her.
(2) What changes occurred that allowed Carolyn to lose weight?
Although it was not possible to isolate specific causes of
change, whether it was coming to the clinic, receiving a diet, the re-
search interviews, or other influences, it was clear that this was a
system that responded to new information. There were major changes in
this family over the course of three interviews, both in terms of
weight and interactional patterns.
Mrs. Strong became more active. She had been sleeping and
watching television a great deal of the day, but after the first inter-
view began to spend a great deal of her time managing the girls' diet.
By the third interview she had gone back to work full time.
Mr. Strong became more involved with the family, particularly
in a parental role. He and the girls were more affectionate with each
other and spent more time together. He began to take stands and ex-
press different opinions about parenting issues.
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Mr. and Mrs. Strong seemed to be more involved with each other.
Carolyn became more active and outgoing. She spent more time
with her peers. She dressed better and seemed more "grown up."
Joan became less central, less parental and more disengaged
from her family.
All family members lost weight.
The researcher speculated that the diet mobilized Mrs. Strong,
giving her something to do other than protecting Carolyn. As she be-
came more active and acted less depressed, her daughter was freed up to
become more appropriately involved with her peers and live her own
life. As Carolyn and her mother became less involved, Mr. Strong and
his wife were able to get closer. As they got closer, they began to
work together and Mr. Strong was able to share parental tasks. With
two parents working together Joan was no longer necessary as a parental
child, and lost that function in the family. Her behavior in the last
session which seemed to be depression, may have been a response to all
the changes in structure.
The raters were also struck with the quality of the message
about dieting sent to the girls. The parents were clear about support-
ing the diet and did not leave the responsibility to the girls, but
took charge of managing the environment, etc. There was one incident
of cheating in which Carolyn ate a brownie and then told her mother.
Mrs. Strong responded very clearly, confronting Carolyn and setting
limits for her. The open discussion and clearly drawn limits and ex-
pectations were unusual in this group of families.
It seemed as if many of the patterns observed in earlier inter-
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views were still operating: Mother and Carolyn were still overin-
volved, there were still diffuse boundaries between members and con-
flict was still problematic; but the intensity of the patterns seemed
to have decreased. The family seemed to have been able to respond to
new input in a flexible way, to incorporate it and accommodate with
change.
The question remained whether the changes were only in terms of
improvement. At this point it seemed as if Joan had become isolated
and the family was having difficulty in dealing with her. How they
would handle this was not known--whether they would be able to resolve
issues and adapt, or return to having other symptoms as a way of cop-
ing.
DAVIS FAMILY
Description of Family
The family consisted of Steven Davis, age 32, his second wife
Anna, age 30 and his daughter Crystal, age 11. The couple had been
married two years. They met in Europe and traveled and lived together
before they married, and came to the United States two years ago.
Mr. Davis's first wife. Crystal's mother, who was 38, was sail-
ing in Europe with friends. Crystal moved with her mother to Cali-
fornia five years after the divorce. She came to live with her father
and stepmother a year ago because her mother wanted time to "find her-
self." They did not know how long Crystal would be staying with them,
as her mother's plans were still unclear. Crystal wrote to her mother
and saw her once during the course of the study.
Mr. Davis owned and managed his own business. His work took him
away from home a great deal and he traveled regularly outside the coun-
try. Mrs. Davis worked for her husband full time, managing the business.
Crystal was in sixth grade in public school. She hadbeenvery
unhappy in school this year and the family had spent much time and
energy exploring alternatives. At the third interview itwas announced
that she had passed entrance exams for a private day school and would
be entering in the fall. She was described as a very good student and
popular.
Mr. Davis and his daughter were Jewish. Mrs. Anna Davis was
Protestant and a German national. They were middle class and lived in
a suburban area west of Boston.
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Description of the Problem
The family said Crystal's weight problem began four years ago
after she moved to California to live with her mother. It seemed to
have remained stable during that time and gotten much worse since she
came to live in Boston. Crystal said she had been on many diets before
with her mother.
At the time of the first interview Crystal weighed 53 kg
(116.6 lbs.) with a height of 143.5 cm (4'7"): her weight was 150% of
ideal body weight.
Other obese family members . Although he was not obese, Mr. Davis de-
scribed himself as overweight and a compulsive eater. He said he was
always fighting to lose weight and maintain a weight loss. He seemed
to be preoccupied with his weight: he described it as one of his major
problems. He said he understands Crystal's problem because he was
very fat as a child.
Crystal's mother was al so always dieting; Mr. Davis described
her as overwei ght. Crystal disagreed and said it was a very mild problem.
Mr. Davis's mother and sister both had weight problems. His
sister, who is very close to Crystal , was described as seriously obese.
Other medical /behavioral problems in the family . Crystal had hay
fever and asthma.
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Referral Source and Process
Mrs. Davis consulted a medical group in Boston who referred
her to Children's Hospital.
Initial Contact
The researcher spoke with Mrs. Davis, who was very open,
warm. Shespokewith her husband, who agreed to participate in the
study. They were all scheduled to come for the first session, but
at the last moment Mrs. Davis called to say her husband was in
Europe on business and would be unable to attend the first interview.
Organization of Interviews
First interview: Mrs. Davis and Crystal were seen at Children's
Hospital
.
The Second Interview was held one month after the first
interview. The appointment was rescheduled because Crystal's mother
took her for a visit during school vacation. Mr. and Mrs. Davis and
Crystal were seen at the Cambridge Family Institute.
Third Interview: Mr. and Mrs. Davis and Crystal were seen at
the Cambridge Family Institute.
Boundaries
Interpersonal boundaries . There seemed to be two groups in this
family: the Davises and Anna. Anna in many ways was separate from
the Davis family. She was a foreigner and of a different religion
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and culture. She was always thin, they were fat. She was identified
as an outsider despite her marriage and stepmother role. Obesity was
seen as a family trait and a criterion for membership. The Davis
family seemed to include not only Mr. Davis and Crystal, but his
mother and sister who, although not present at the interviews seemed
critical members of the system.
Father: I'm a compulsive eater, a
compulsive eater
—
Crystal: Daddy!
Father: The whole family, we'd have
bread and beer. Crystal has all
those tastes.
Crystal: Yes.
Father: She's a Davis.
END
Father: I come from a family that has
weight problems. My father had
terrific weight problems all his
life, my sister, my younger sister
is terrifically obese, my mother
definitely has a problem.
There was a lack of differentiation in perceptions of Mr.
Davis and Crystal. She was expected to be like him: he too, had been
fat as a boy; they both ate when they were depressed, etc. Crystal
was also seen as similar to her father's sister Joyce.
Father: Well, that's part of it too. Defines Crystal as
but I also was a divorced kid, my like him.
parents were divorced (Crystal
making noise) when I was 7 or 8
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years old, and my eating problems
came from that time. I had my own
money, after school I'd buy things,
candy, junk so more and more, I was
eating and gaining extraordinary
amounts of weight. I sense in
Crystal some of these insecurities.
The Davis family had very diffuse boundaries; there was a
great deal of global -speaking
,
mind-reading, and speaking for each
other. Anna followed different rules of interaction: although she
sometimes spoke for others, she was more careful about boundaries.
Mr. Davis and Crystal were very overprotecti ve of each other.
They touched each other frequently, checked with each other by making
eye contact and "rescued" each other.
Researcher: How do you keep your weight
down?
Father: Well, I don't. I'm overweight.
I see myself as a . . .
Anna: I think it's like with a kind of
body that you had. I know there was
when you worked like, really—when he
turned 30 and he put himself in steak
and salads for a solid month and he
came home like really thin and it
looked funny on him. I don't know--
he was all like really flabby or like
disappearing.
Crystal: He's my teddy bear (little girl
voice)
Anna: Crystal --wai t a minute.
Crystal : OK, but . . .
Anna: When you're asked then you talk,
ok?
Speaks for her husband.
Crystal defends her
father.
Anna has rules about
boundaries: excludes
Crystal from parental
dyad.
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Subsystem boundaries .
Marital subsystem . There seemed to be a great deal of dis-
tance between the couple. They did not talk directly with each other
during the interview and rarely made eye contact. Mr. Davis was
away from home much of the time on business, leaving his wife to
manage the business, home, and parenting in his absence. Mrs. Davis
seemed isolated, still a stranger in this area, with no visible
supports outside of the family.
The marriage had suffered a lot of stresses in the last two
years. They had met and courted in Europe; the move to America could
have been difficult for them. Anna had no friends or family in this
country, and the cultural pressures from a German-Jewish marriage
were difficult. Relations between Anna and her inlaws were strained,
presumably for that reason. Six months after their marriage Crystal
was sent to live with them, a change which further stressed their new
marriage.
There were suggestions that Mr. Davis was overinvolved with
his family of origin, his daughter, and possibly even his ex-wife.
The raters hypothesized that these relationships interfered with the
nev/ marriage. The raters questioned whether or not the couple had
had a chance to negotiate their new relationship.
Researcher; Do you get advice about what
you should do?
Crystal: Grandma.
Father; Yeah, my, my mother.
Crystal: The advice giver.
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Father: She's the big advisor, yes,
she's a school psychologist.
Father: She's sort of, sort of feels
that she has opinions about how
Crystal should be raised.
END
There was an avoidance of open conflict between Mr. and Mrs.
Davis. The raters hypothesized that the distance was a way of
avoiding conflict. Mrs. Davis backed off from criticizing or con-
fronting her hosband. Mr. Davis frequently disqualified his wife.
Joking and laughter served to diffuse conflict.
In the third interview conflict became more open but was
diffused by topic shifts or the entrance of Crystal into the conflict.
Crystal was inappropriately involved in the marital subsystem
as a conflict-diffuser. She would change the topic, start crying,
make noise or in other ways divert attention.
Researcher: (to father) What happens to
you when you get in a mood where you
want to eat. Are you ever tempted to
bring home sweets?
Father: I don't think that I would.
Mother: No, he just leaves the [candy]
wrappers in the car.
Crystal: I was going to say something.
What was I going to say? Uhm. I
did not cut down on sweets. I
didn't buy my own sweets. A lot
of times I cheated. . . .
Crystal changes topic
to avoid conflict
between parents, be-
comes "symptomatic",
calling attention to
her diet.
Parental subsystem. The couple did not work together as an
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executive team. Mr. Davis and Crystal were in a cross-generational
alliance. He identified with her and backed off from disciplining
her. The family explained that his lack of discipline was a result of
his frequent absences from home. Mr. Davis also expressed a reluc-
tance to discipline Crystal because she was "traumatized" by the
divorce and problems with her mother.
Father: Crystal, Crystal came to live
with us a little more than a year
ago, a year ago last Christmas and
when she came she was thinner, and
then that year when she was adjusting,
when we were all adjusting, she put
on extra weight, and we felt that was
a bad time to pursue that and to be
overly disciplinarian because I was
sympathetic with the idea of eating
for an insecurity, because that's
what my family did--it's very
traditional
.
Crystal maintained this sequence as a victim by acting de-
pressed, vulnerable or hurt whenever one of the adults tried to con-
front her or take charge, thereby helping them to justify backing
off. She also prevented either of the parents from taking charge.
Father: I don't see, you know, no
saying this is forbidden, or that
is forbidden, allwed to eat this
or that (Crystal making a lot of
noise) it isn't an effective way
of controlling the weight.
Crystal: It isn't because people just
do it anyway. It won't make a
difference.
With Mr. Davis and Crystal in a cross-generational alliance,
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Anna was blocked from being effective as a parent. Whenever she
would try to discipline Crystal, or take control, her husband would
support Crystal and Anna, in order to avoid confrontation, would
back off.
Anna: If I try to offer her a fruit I
get bad vibrations.
Father: We're not, we're not following Father supports Crystal,
the diet that Crystal's supposed to
be on either, I mean we eat stuff
that I know she can't have on her
diet.
There seemed to be a careful management of balance in this
process, however, for whenever it seemed that Anna would back off
and perhaps leave, one of the others would bring her back or she
would treat the situation as a joke.
Anna: (sounding angry) It's not the question
of whether I can let her do it, let
her run into trouble. It's a way to Anna starts to back
get the experience like that, you off from parental
see, sometimes I just think, that's role,
fine with me, if you want to have
trouble. . .
.
just go ahead, do it.
I think she's 11 now and sometimes
I'm real easy about things, and
sometimes if I think that Crystal
can afford a thing, I go with it. I
think that, I don't think you know,
sometimes I'm real pushy and some-
times and I want to have things
done like the laundry, that's an
aggravation
.
Researcher: It sounds like a real
(Crystal making noise).
Father: On the other hand I think that Brings Anna back in.
we want the diet to be a success.
END
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Crystal derived a great deal of power from her father's
support and was able to defy her stepmother. Their relationship was
therefore more like peers than parent and child. Anna had no
authority over Crystal, and was blocked by the alliance between
father and daughter. She did not challenge the alliance, but to
avoid conflict she backed off from confronting her husband or
criticizing him openly about the situation. She supported the myth
that they were in agreement about parenting.
Anna was in the role of a parental child; having responsi-
bility without authority. Crystal disqualified Anna, interrupting
when she was speaking, making a great deal of noise. There was a
great deal of eye contact and physical contact between father and
daughter whenever Anna spoke, Mr. Davis turning toward his daughter
and away from his wife.
Crystal seemed very much "in control" of this family, having
an inappropriate amount of power for a child. She used that power in
a protective fashion; for instance, when the myth of the happy family
was challenged.
Anna: I really, I don't want to hurt
her. I don't want to remind poor
Crystal all the time like, oh gee,
I shouldn't eat, I have a belly
and I want to lose it. I don't
want to, I don't want to paranoid
her all the time.
Researcher: Do you ever feel like the
wicked stepmother?
Anna: No, no--that does not have any-
thing to do with it.
Anna cautious about
the consequences of
taking charge of
Crystal
.
Researcher challenges
myth of happy family.
Denies suggestion.
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Crystal: (to Anna) What do you mean Crystal diverts atten-
when you said before, you have a tion away from
right to--what was it you said, researcher's question,
what was it you said? Also challenges Anna's
authority.
Anna tries to justify
her position—more
peer than parent.
Crystal: But you said something else
before that, you have the right to do
something, you have the right to--I don't
know.
Anna: I have, I tried, I feel I have
more the right to that, it is not so
personal when I tell you to do
laundry, because the laundry thing
is a thing that . . .
Anna: To tell you off with the laundry?
Crystal: NO! (shouts)
Father: What was it Crystal? (soft voice)
Crystal: I don't remember. No, I don't.
I was going to say it before.
Father: Well, what were you going to say!
Crystal: I don't remember. You said
something about the, something like
you have a right to yell at me or
something
.
Anna: No, not isolated like that.
Crystal: Yeh, I know, you said.
Anna: I don't know what you mean. You
see, urn, how can I say that, but in
the time we have been here I have
been more optimistic about the whole
thing from the first meeting. I
thought I would have the backbone
to really pull the whole thing
through and really say, like Crystal
was reaching for the peanuts or
something.
Attempts to placate
Crystal
.
Joins Crystal against
Anna; also attempts
to placate Crystal.
Anna backs off.
Anna's authority and
the threat to the
covert alliance between
father and Crystal
diffused. Anna makes
statement about not
feeling supported;
perhaps both about
husband and researcher.
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Crystal functioned in the marital subsystem as a buffer
between the parents. With a low tolerance for open conflict, the
couple was able to struggle with each other metaphorically through
her. Mr. Davis supported his daughter against his wife, arguing
that she couldn't possibly understand the problem. She accepted this
argument, probably to avoid confrontation, and would back off. In
the third interview, the tension betv;een them had risen a great deal,
and they attacked each other indirectly by criticizing each other's
handling of Crystal's diet.
Anna: I say "you're lying" (to Crystal),
she says she's not lying, so that
would get me upset. That doesn't get
one anywhere.
Researcher: How does your husband figure
into this? (long pause)
Are you more confrontative with
Crystal than Anna is (to Father)?
Father: (pause) Well, I've shown my
temper once in a while (speaking very
low) responsibility for her--she's
behaving badly, but I haven't been
able to figure out (mumbles).
Researcher: Have you had a run-in with
her yet?
Father: No, I haven't. A couple of
times I said to her "why don't you
eat something more".
Crystal : No, you didn't.
Father: Or wouldn't you rather have
an apple.
Crystal: Ya, you said that but you
never said . . .
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Father: But I, I guess I don't really
understand, I haven't been given any
of the directions to parents, whether
we're supposed to say, "see. Crystal,
we're in support of your diet and you
don't want to eat that do you?" Or
whether I should say. Crystal, you
are not allowed to eat that (Crystal
making noise) and that's a big
difference.
Father suggests that
he, unlike Anna, was
not told what to do
and that is the reason
for his lack of leader-
ship.
Researcher: You're shaking your head,
Anna, what--
Anna: Yeh, when I was with the doctor
I didn't get any instructions either
how to behave, urn, the doctor was
talking to Crystal and that was
really wonderful because she was
the main person and she is the main
person in the whole thing. That is
why we're here, and the doctor told
Crystal very clearly what she has to
do and what she is not to do to lose
weight, though he, when we've been
there he practically gave the
responsibility to you. (Crystal)
that is what I understood. That is
like, the 16 oz. of fruit juice, he
said the, urn, like no sweets, no
candy, no cookies, no, you know, no
junk food, I mean, snack on fruit,
if I try to offer her a fruit I get
bad vibrations.
Anna rejects his
statement, suggests
that Crystal is in
charge. Seems to be
struggling with
father through
Crystal
.
Father: We're not, we're not on the diet Father supports
that Crystal's supposed to be on either. Crystal, blames Anna.
I mean we eat stuff that I know she
can't have on her diet.
Anna: What?
Father: Well, Doritos for dinner last
night, pretzels you buy and keep
in the house, and . . .
Crystal: Sunflower seeds. Crystal joins father
in accusing Anna. Also
diffuses confl ict by
distracting Anna and
engaging her in argu-
ment.
Father: And, and
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Anna: You know where the sunflower
seeds are?
Anna engages Crystal
to avoid conflict.
Crystal: I found them by accident.
Anna: By accident, you mean on a stool
Denies responsibility.
Begins to confront
Crystal
.
climbing up--
Father: laughs. Diffuses conflict by
sending message that
this is not to be
taken seriously.
Crystal seemed to be involved in many cross-generational
alliances and triads simultaneously. She seemed to switch alliances
in order to defend anyone under attack. She aligned with her father
against Anna, his mother, her mother, and with her mother against her
father. The raters hypothesized that this created a situation in
which she had inordinate amounts of power and tremendous pressure
on her.
Father: And her mother also has a weight
probl em.
Crystal supports her
mother.
Crystal: No she doesn't.
Father: Well, she really does.
Crystal: Daddy!
Father: Not an enormous . . .
Crystal: Just a little, just like 15
pounds she needs to lose a little
weight.
Father: 15-20 is a big difference when Father questions her
you're a 12 year old girl and when support of her mothe
you're a 35 year old man.
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Boundaries with the outside world . Mr. Davis was very involved out-
side of the home, making frequent and sometimes lengthy business
trips, and spending a great deal of time working and socializing
with clients. Mrs. Davis was working for her husband, but was not
involved with clients or spending time outside of the home. Unlike
her husband, she had no family in the area, nor did she seem to have
much social interaction or support. Crystal was described as being
popular and active. At the time the interviews began she was having
a difficult time at school, but by the third interview the family had
arranged for her entrance into a private school in the fall. They
expected that the shift in schools would solve the problem.
Although Crystal was described as being socially active, she
had one "best friend", a girl who was more seriously overweight than
she was. Crystal did not "sleep over" her friend's house because
she feared the family's influence on her weight loss.
The following example also shows how the weight problem was
used as an excuse for not becoming involved with the outside world.
Crystal: That helps me with my diet, by
the way. Seeing her [best friend] and
seeing what she eats I don't need it.
Researcher: Is she the kind of best
friend that you stay overnight at her
house?
Crystal: I never sleep over at her house.
I, she's my best friend, except I don't
sleep over at her house.
Researcher: Is there a reason for that?
Crystal : No.
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Researcher: Never been invited?
Crystal: Well, I don't know. I don't,
really her family is not that great
on losing weight, so I don't know
that I want to go there, I don't know.
It seemed that the family was very overinvolved with Mr.
Davis's family of origin. The family spoke about Mr. Davis's mother
and sister a great deal during the interviews and they seemed to
have a great deal of influence. Mr. Davis's sister Joyce ms
identified frequently with Crystal and the raters hypothesized that
there was a strong alliance between them.
Researcher: Who are you going to tell you're
on a diet?
Crystal: Grandma.
Researcher: Grandma?
Crystal: Maybe Aunty Joyce, she's, she
doesn't want me to be overweight
because we look exactly alike almost
except for she doesn't want me to
be overweight like her. I think.
Mr. Davis's mother had been divorced and remarried two years
ago. She and her second husband were divorced this year, and the
raters hypothesized that this was an additional stress on the family.
Father: Well she [his mother] has
been really lonely since the
divorce, and depressed. And
everybody kind of feels it.
Relations between Anna and her mother-in-law were strained.
Mr. Davis seemed to be overinvolved with his mother,
there
221
was a lot of contact between them, they struggled with each other
constantly. It was interesting to note that the family said Anna
was the only one who could stand up to his mother. The researcher
hypothesized that Anna became triangled in as a buffer between
Mr. Davis and his mother.
Crystal: Yeah, she's [Anna] the only one
who talks back to my Grandma.
Father: Maybe it's because she's from a
different culture, she really stands up
to my mother, doesn't pull any punches.
The rest of us, we tend to keep it
inside, go along with her. But Anna,
well Anna is not cowed, she just says
what she thinks.
Anna: Ya. She's not used to that (laughs).
Crystal's mother seemed also to be a significant member of
the system. Although the family reported a warm and cordial rela-
tionship with Mr. Davis's ex-wife, there seemed to be conflict about
Crystal and her upbringing. They seemed to be escalating over who
was a better parent.
Researcher: (to father) How you see the
difference--[in handling Crystal's
diet] you said that her mother had
a way of disciplining her . . .
Father: It's just, it [her diet] was
always a point of contention. She
was with us for a few weeks, she
always came back heavier.
Researcher: Between you and your ex-wife
[point of contention] you mean?
Father: Yeh, we'd get her a few months
later she'd be back. . . .
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Crystal: (makes noise)
Father: Considerably slimmer again. It
was always an issue ... She was, her
weight was supposed to be controlled.
Crystal: But they didn't because I might
be depressed because I missed my mom.
So for a time after I left I'd be ok,
then I'd go and I'd come back thinner
but then I'd gain again because I was
depressed.
Bails father out,
absolves him of
responsibility for
her weight gain;
defends him, weight
blamed on her
"depression"
.
Response to Stress
Response to developmental stress . This family seemed to be facing
two forms of developmental stress: (1) Crystal's approaching
adolescence and (2) formation of a new family.
There did not seem to be much stress resulting from Crystal's
entering adolescence. She seemed much younger than other girls in
the study, her physical development not as advanced, and her behavior
more childish. It was possible that it was too early for the family
to be concerned or possible also that this was not a threat to them.
It was also possible that her childishness was a way of avoiding the
threat.
The major form of stress was clearly the formation of a new
family. The couple had to make quick transitions from the stages of
courtship to early marriage and then to being a young family. The
raters suggested that there had not been enough time for this couple
to develop their relationship as a couple before the entrance of
Crystal. There was additionally a great deal of stress from rela-
tionships with extended family and Crystal's mother.
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Response to the diet . Mr. Davis was not present at the first inter-
view. Mrs. Davis and Crystal seemed to have an easy-going
cameraderie, which seemed very peerlike.
The second interview took place one month later. Crystal had
spent part of her spring vacation with her mother. Anna told the
researcher on the phone that there had been some problems.
At the second interview, Crystal had been dieting even though
she was not prescribed a diet and claimed that she had lost 5 pounds
according to their scale at home. Everyone seemed pleased with the
loss and Crystal's success in dieting. There was a lot of laughter
and ease and emphasis on how well they got along. There were some
hints of conflict, but none emerged. At the third session it became
clear that there was a great deal of tension in the family. Anna
had been working to support Crystal's diet and help her. Crystal
had gained weight and had been cheating on the diet. There had been
increasingly angry confrontations. Anna seemed angry, and started
to confront Crystal about the struggles they were having. She
seemed angry with her husband for not supporting her efforts and
not taking a leadership role. She also seemed angry at his being
away and leaving her behind to do "his" work.
In talking about her frustration with Crystal, she was also
able to raise issues of marital conflict.
Anna: I don't like the idea that I try
hard and I have uncomfortable time with
Crystal. I have all the hard time, like
don't eat that, don't do that, clean up,
you're always in the position of keeping
after her, and then yell--like all the
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other people, they get the flowers
after the hard work is done with,
everyone is nice except you. It's
really not nice, I mean I rather
lie in the sun and get a tan rather
than telling anyone off. I mean
whether it's my husband, whether it's
my friends, whether it's Crystal,
it's always a very uncomfortable
thing to do. I don't mean that I'm
avoiding things like that, but I just
don't want urn, be in the position to
be the bad guy, I can be helpful at
the same time, there's a very big
danger doing that, especially with
a personal matter like dieting. I
happen to be thin.
Father: See Anna doesn't have a weight
problem. She feels it's unjust for
her to have to suffer with it and I
don't feel that. I know, I mean I'm
gone half the time and the other half
of the time I don't pay attention to.
Anna: I never had a weight problem,
but I've put on weight, like 2 pounds
since . . .
Father: You have a weight problem!
Crystal has a weight problem of like
half her body weight, that's a bit
different from your 2 pounds.
Raises issue of
marital conflicts,
husband's absence.
Explains discomfort
and conflict in terms
of her weight.
Responds to her attack.
Avoids serious issue of
his absence and lack of
"attention" by shifting
to topic of weight.
Argument shifted to
weight rather than
marital difficulties.
Mr. Davis had supported Crystal in her failure, and excused
her. During the third interview Mr. Davis supported Crystal against
his wife, turning towards his daughter away from his wife, touching
his daughter frequently and making eye contact whenever Anna spoke.
He supported Crystal's difficulties with the diet and
justified them by virtue of the troubles she has had with her mother
and the divorce.
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Father: It's not like disciplining a
normal kid. Crystal because of her
mother, there is an extra level of
how sensitive we are to her feelings.
There was a constant shifting to and away from conflict between the
parents in the session: whenever the conflict began to reach a
certain level of intensity someone would shift the topic, or Crystal
would enter into it. The conflict was finally completely diffused
by a shift to focusing on the "trauma" Crystal had suffered by being
sent away from her mother. She cried and acted very upset and the
focus shifted entirely from their conflict about rearing Crystal to a
concern for her v^ell-being: by being upset and unhappy she was able
to diffuse conflict and give the couple a sense of being united
against her mother. Unfortunately there was no resolution of the
conflict and the conflict-diffusing cycle was maintained.
Although there were suspicions that Crystal was cheating on
her diet, neither of the parents had confronted her at home. Anna
brought up the issue of cheating during the session, but it was never
resolved.
Anna: I lifted up your jacket today, to Starts to confront
hang it up, saw "Go Ahead" [candy bar] Crystal about cheating.
and . . .
Crystal: That was Sandy's. Cuts her off.
Anna: And that was not the first, I find Anna persists,
there's always Sandy, so the evidence
really speaks against you, because if
I had a candy bar, if I had a candy bar,
I wouldn't carry the wrapper in a
strange pocket. I would eat the candy
bar. I would have the wrapper in my
hand. I would put it in my own pocket.
or the wastebasket, or drop in on the
floor, but I wouldn't give the wrapper
back.
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Father: I've never
. . Father starts to
support Anna.
Crystal: My God, I never knew she put it
in there until today.
Crystal blocks him.
Father: Never put a wrapper into anybody
else's pocket except my own.
Father offers Anna
some support.
Anna: Yeh, my own, yeh. Accepts support.
Crystal: But she put it in my bag. I
I didn't know she put it in until this
afternoon.
Researcher: Are you in agreement with
Anna's information here?
Researcher asks for
clear direct statement
of support.
Father: I don't know. Father backs off.
Shifts in topic and other diversions prevented a resolution.
The parents were not able to agree on the issue or on taking action
to solve the problem.
The family dropped out of the program after the third clinic
visit.
Tolerance for Conflict
There was little tolerance for conflict in this family. Most
of the time conflict was avoided or denied: there seemed to be a
myth that everyone got along very well and there were no problems.
Researcher: Would you say that's true--
that you're more worried, more concerned
about the weight than Anna is?
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Father: No, I don't think so. I don't
think so. We function in that way--
we operate by concensus.
END
Anna: She comes home from school and
she's happy to be home or not depend-
ing, she's off to something else, I
feel like I have that big hammer in
my hand to, when I go DIET you know
(laughs)
.
Researcher: Do you feel this is strain-
ing your relationship at all?
Anna: (pause) No, I don't think so.
(pause)
Crystal : I don't.
Anna: I think we're not practicing the
diet enough, I think it could . . .
Father: It would strain, if every time
Crystal wants to eat something she
wasn't supposed to, and Anna said
"Crystal" don't eat that, I mean, it
would strain it.
Denial of conflict.
Father warns Anna to
back off to preserve
peace.
If tension or conflict arose it was quickly diffused by laughter,
topic shifts, alliance shifts (Crystal defending any one under
attack), or by the entry of a third person. Crystal made distrac-
ting noises, cried, acted angry or babyish as ways of distracting
the couple from conflicts. Anna would begin to express her opinion
or confront either her husband or Crystal and then back off. The
closer she got to open conflict with her husband about Crystal and
threatened to stop helping the more the tension would build and she
would withdraw the threats.
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The discomfort was so strong and the force of the rules so
powerful that the researcher was inducted into the system and herself
used to diffuse conflict.
Researcher: What is your opinion as to the
cause of the problem she's having? (to
father)
Father: (long pause) I don't know, what is
your opinion (to Researcher)?
Crystal and father laugh.
Hypotheses about Function of Symptom in
Maintaining Family Homeostasis
The following hypotheses are based on data gathered from the
three interviews and assessments:
The obesity kept Crystal aligned with and loyal to her
father and his family. It also served to keep her father connected
with his family. As long as she was having problems, his mother and
sister could step in to help. By being obese she not only demon-
strated her allegiance, she also gave them all an excuse to stay
connected.
The obesity also served to keep Crystal's mother and father
connected. As long as Crystal was obese the two of them would
continue to fight over who was responsible and how it should be
handled. It was also suggested that the timing of Crystal's
arrival was not coincidental: that Crystal was sent by her mother
to keep this new marriage from working, to keep the couple separate
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and emphasize Anna's differences.^
By gaining weight at her father's house. Crystal was able to
protect and stay loyal to her mother. For one thing it made Anna
look like a less competent parent. It also made her mother look
like a better parent than her father: she was thinner with her
mother. At a point where Mother's actions, "abandoning" Crystal
might have made her look bad. Crystal was able to protect her by
making her look good in comparison with Steve and Anna.
Gaining weight at her father's was also a way of staying
loyal to both parents simultaneously: making mother look more
effective: and demonstrating her similarity to her father.
The obesity allowed the couple to focus on a problem outside
of their marriage and divert conflict through it. It also maintained
a distance between them.
Hypotheses about Family Interactional Patterns
which Support and Maintain the Symptom
The following hypotheses were based on the data generated
during the three interviews:
The lack of perceived differentiation between Crystal and
her father, and Crystal and her father's sister made it difficult for
her to lose weight and remain loyal to them. Losing weight would
also mean losing the rationale for the involvement of grandmother and
Hhis hypothesis was suggested by Joan Brandon, a doctoral
student in the family therapy specialization at the University of
Massachusetts
.
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aunt, and therefore threaten the overinvolvement of father with his
family. If, as was suggested, Mr. Davis's overinvolvement with his
family served to maintain distance in his marriage, a change in his
relationship with his family would threaten the status quo in his
marriage and the couple might have to deal with each other directly.
Crystal's eating and weight had come to be a mark of her
"sensitivity" and was understood to be a result of the traumas she
had suffered. She was supported in her obesity, and there was a
fear of consequences if she was not obese.
Mr. Davis's psychologizing and the couple's treatment of
Crystal as a patient and reluctance to "hurt" her, as well as her
behavior as a patient, kept them all from taking action to make
changes. "Insight" became a way of avoiding change.
Mr. Davis's alliance with his daughter made it difficult for
him to take a disciplinary role with her, and the alliance between
them blocked Anna from taking a leadership role. The mirror-image
disagreement between the couple prevented them from working together
as an executive team. Crystal's alliance with her father put her
in an oppositional position to Anna: therefore the more Anna pushed
for her to diet, the more defiant she would become. Defiance in
this content was effected by cheating on her diet.
In her role in the marital conflict. Crystal served to
maintain distance between the couple and divert conflict. In this
triadic arrangement, she was needed as long as there was a low
tolerance for conflict, and as long as she was involved, they would
have no experience in resolving conflict.
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BROWN FAMILY
Description of the Family
The Brown family consisted of Craig Brown, age 37, Linda
Brown, age 37, and their two children: Jenni
,
age 11, and Jason,
age 7. This was the only marriage for both parents. Mr. Brown
held a doctorate in engineering and worked with a company outside
of Boston. He had been fired from a number of jobs and this was the
fourth time the family had had to relocate. He had been at this job
for about two years. Mrs. Brown has worked occasionally during
their marriage as a teacher; for a few years before Jenni was born,
and again briefly almost two years ago. She only worked for a
short time and then returned home, because it was a stress on the
family. She was at home and planning on starting a small crafts
business in the house at the time of the study.
Jenni was a sixth grade student in public school. Her
parents expressed concern that she was beginning to have academic
and behavior problems. Jason was in the fourth grade in a private
day school. He seemed to be doing well in all areas and his parents
were satisfied with his progress.
The family was professional and upper middle class, and lived
in a wealthy suburb. Mrs. Brown was Jewish, Mr. Brown a convert to
Judaism. They were raising their children as observant Jews.
Mrs. Brown's older divorced sister also lived with the family.
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Description of the Problem
The family first became concerned about the problem about one
and a half years ago. Mr. Brown said he was the first to notice it
was a problem. The parents suggested that Jenni started gaining
weight about the time she developed Osgood-Schlatter's disease^ and
had to stop exercising.
Jenni had attempted diets at home but had not received
professional treatment before this.
At the time of the first interview, Jenni weighed 70.1 kg
(154.2 pounds), with a height of 158 cm (5'1 1/2"). Her weight was
130% of ideal body weight.
Other obese family members . Mrs. Brown had been seriously overweight
most of her adult life and was constantly struggling with diets. She
had tried a variety of weight loss programs and specialists, but had
had no success. She was on a diet of her own at the time of these
^Osgood-Schlatter's Disease: "disease of adolescence, causes
pain anteriorly in the knee. It is seen . . . during periods of rapid
growth. It is self-limited and runs a 2-3 year course." (Shen, 1980,
p. 179).
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interviews
.
Other medical or behavioral problems in the family . Jenni had
Osgood-Schlatter's Disease, first diagnosed one and a half years ago.
Her parents also described her behavior as increasingly problematic
and were concerned.
Referral Source and Process
Mrs. Brown first heard about the Clinic from a friend whose
child had been successful in the program. Mrs. Brown called and
made an appointment for Jenni which she later cancelled. She said
she had felt they could do it at home. They were not successful, and
Mrs. Brown contacted the Clinic and made another appointment.
Initial Contact
Mrs. Brown was very interested in the study and willing to
participate. She was eager to talk about her own experience with
dieting. Mr. Brown was not as enthusiastic, but gradually expressed
a curiosity about the study and agreed to participate.
Organization of the Interviews
The first interview was held at Children's Hospital, both
parents and children were present. Although he had to return to
work and therefore did not join his family at the Clinic, Mr. Brown
attended the family interview. At the end of the interview, Mr.
Brown asked if the researcher and her assistant could hold the re-
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mainder two interviews at the family's home. Mrs. Brown did not
think it was necessary and suggested the family come to Boston.
Mr. Brown repeated his request, told her to make the decision, and
left. Mrs. Brown decided that the interviews should be held at their
home
.
The second and third interviews were held at the family's
home with all four members present. Although the researcher invited
Mrs. Brown's sister to participate, the couple decided against it.
Jenni's friend, who was in the house on the evening of the second
interview, was also not included at the father's request, even
though Jenni had asked for her to be invited.
Boundaries
Interpersonal boundaries . The boundaries between individuals were
very diffuse in this family. There was a great deal of mind-reading,
with members speaking for each other and answering for each other.
All members spoke for Jenni, who allowed and invited them to do so
by not responding herself. They were intrusive, able to comment on
personal matters--especially eating.
Mother: She gets angry when she gets hungry Speaks with assumed
and when she wants to eat something she expertise; mind read-
shouldn' t--she feels badly after. ing.
END
Researcher: (to Jenni) How is the diet
goi ng?
Father: Well . . Father answers for
Jenni
.
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Mother: Do you want me to talk, or Jenni?
Father: Jenni would be ideal.
Mother challenges
Father's right to
speak for Jenni
.
Father challenges
Mother's right.
Mother laughs
Researcher: So how are you doing, Jenni?
Jenni: (Shrugs)
Jason: She always gets embarrassed when
the camera is on.
Jenni triangulated
Jenni invites others to
answer for her by acting
ignorant.
Jason comes in to
protect her.
There was a great deal of overprotectiveness in the family,
especially regarding Jenni. Other family members provided excuses
for her, defended her, and took over tasks which are appropriate
for her age group. She in turn invited them to do this.
Researcher: (to Jenni) How about your Dad.
how long does it take him to get to a
point where he'll say "Oh, go do what-
ever you want?"
Mother: (to Father) she's not asking you.
Jenni: I can't think. Jenni triangulated
Jenni 's incompetence
allows Jason to answer.
Jason: About a month.
END
Researcher: (to Jenni) It's a curious
problem, because you're in a double
bind there. Because you don't want
to give up your friend and you don't
want to give up going to her house,
but how can you stay on a diet and
lose weight and still go to her house?
Is there any way out of this?
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Mother: I think if I talked with her mother Mother takes over the
she d understand that you're trying to problem for Jenni.
lose weight and that you're only supposed
to eat certain things and she would
understand.
There was a striking lack of differentiation between Jenni
and her mother; they were spoken of collectively and sometimes it
seemed as if they were the same person. They were expected to be
exactly alike.
Researcher: You're obviously concerned
with the problem too.
Mother: Yeah, because I know what it's
like and I'm just trying to avoid
her having to go through what I did
over the last years or so. I've
always had a weight problem.
Subsystem boundaries .
Marital subsystem . There was a great deal of unresolved con-
flict in the marital subsystem. The couple reported a long history
of struggle over Mrs. Brown's weight problem, and it seemed as if
the conflict from other areas had been detoured through this conflict.
They were organized in a complementary relation with Mrs.
Brown taking a one-down position in most matters. She deferred to
her husband and allowed him, ostensibly, to be "in charge." She
acted "incompetent" in many ways, and temperamental in contrast to
his cool logical style. The only area in which Mr. Brown was un-
able to be in control of the relationship was the issue of her
weight. Because it was against the rules of this relationship for
her to be "in charge", she presented a symptom which allowed her to
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be in control by being uncontrollable. The more her husband tried
to get her to lose weight, the less able she was to do so. The
couple was able to maintain the illusion that Mr. Brown was in
charge while finding a way to balance the power. The obesity
served as a way for them to struggle about the rules of their
relationship, without having to confront them directly. He tried
to help his wife, but the more he tried the worse the problem
became. The worse the problem became, the more he tried to help,
and so on, in a cycle of escalating difference.
The two of them struggled in this "incongruous hierarchy",
symmetrically escalating and struggling endlessly over who was
"in charge." Neither was a winner. Losing weight became treacher-
ous in this relationship, for it had come to mean a capitulation on
her part and a victory for him.
The couple was caught in a sequence in which Mrs. Brown
would ask her husband's help with the diet or bring up the subject.
He then would respond by becoming involved. She responded to his
involvement angrily and rebelliously and would go off her diet,
frustrating her husband. At a certain point he would back off, and
as he would withdraw, Mrs. Brown would invite him in again. It
was a compelling struggle and one in which they were trapped.
Her symptom not only served as a way of influencing the
relationship, but it also maintained a distance between them. They
did not go out together socially or for recreational activities be-
cause she was ashamed of her weight. They did not spend as much
time together as a result of her symptom.
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Mrs. Brown was also able to protect her husband by being
obese. Although Mr. Brown had a great deal of trouble profession-
ally and had been fired from a number of jobs, in comparison to his
wife he seemed the stronger, more competent one. As long as she
was symptomatic and in a "one-down" position, he would be superior
to her; as long as she acted weak and incompetent, he would have to
be strong and competent.
The more Mr. Brown minimized his wife's weight problem by
suggesting simple solutions, the more she became invested in proving
that he was wrong, and that losing weight was an impossible task.
Each failure on a diet was used as evidence to prove him wrong,
frustrate him, and continue the struggle. Jenni became involved in
this struggle. Her obesity proved her mother's point, and her in-
ability to lose weight offered further evidence of the difficulty
and the fact that her father did not understand the problem. Jenni
became inappropriately involved in the marital conflict, not only as
her mother's ally in the battle, but as another diversion. Their
metaphorical struggle extended to include Jenni. The couple talked
to each other through her and her symptom; the father attacked or
tried to seduce her into changing (losing weight) and her mother
defended her for not being able to do so. Their interactions over
Jenni 's weight problem thus became a metaphor for their own inter-
actions about Mrs. Brown's weight. Jenni maintained her role in the
triangle by gaining weight and cheating on her diet. The parents
not only used her weight as a metaphor, but continued to triangle her
into their struggle by shifting to her when the intensity started to
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grow between them. Although each tried to get her allegiance
against the other, her alliance was clearly with her mother.
Thus, all three of them were involved in a repetitive cycle
of diverting conflict through the issue of eating and obesity,
never resolving conflict, and reinforcing the function of the obesity.
In a discussion about the management of Jenni's diet:
Mother: I've told Craig that the best
thing he can do is just totally keep
out of it, because he really does
more harm than he ever does any
good, because his approach is just
so horrendous, at least it is to me,
in the past. Although in the past
there were times when I was a lot
thinner than I am now, I remember
asking him, if I'm having problems
will you help me, but it didn't
work so I said, "Craig, just don't,
stay out of it".
Researcher: So, one of your suggestions
is that your husband stay out.
Mother: Yes
Father: I wanted to ask Jenni on that
score, since I really think her
views are more important in this
particular area than Linda and that
is, does Jenni want me to deal and
talk directly to her about her
progress in handling her diet, or
does she want me to pretend I don't
see problems and hide them to my-
self. In other words, not talk
to her about what's going on. And
what happens if I see a few days or
a week when it is just one disaster
after another, do you still want
me to pretend everything is OK and
hide my own feelings and thoughts
about it? Do you think this will
help you most? What do you think
will help you most? Isn't that
Mother talking about
her diet and Jenni
'
s
simultaneously; blocks
father from interacting
with Jenni
.
Father avoids respond-
ing to mother's
criticism by turning
to Jenni to diffuse
confl ict
.
Father talks
simultaneously about
mother and Jenni
.
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the important issue? What will
help you most from your perspec-
tive? and why? Do you have a
reason why it would help you?
Jenni responds to
triangulation with
silence; acting
helpless.
Mother: I think it's a little early for
her to know, Craig.
Mother defends her
against father.
END
Father: I find it very difficult to be
a bystander and to see my wife and
daughter eating in a way, which,
since I have a fairly good grasp of
cause and effect, and I guess they
do too, at times at least, and not
say anything. Because if I see
somebody hurting themselves. I'd
like to either make a suggestion
or intervene, but it's sort of a
"Catch 22" situation as far as I
view it. If I don't say anything,
I feel they are in a position to be
failing themselves, and if I do
something I'm being sort of a
domineering father who's excessive-
ly critical that causes a lot of
irritation and resentment and
they would both argue, I think, that
it makes the situation worse. So
I'm damned if I do, and I'm damned
if I don't.
Mother: The thing is, like I've told
you many times, that's it's easier
if you don't say something ... I
know it's hard for you to sit back,
I know that, but I have told you that
it's better if you don't. Although
I have to admit that there have been
times when I wasn't as overweight as
I am now, when I would ask Craig if
you see me eating something, say
something. This was years and years
ago, when I was probably wearing
size 14 up from 10 or 12 which I
used to wear and over the past 10
or 12 years. I've really put on
weight. Craig has seen— it just
was getting worse and v/orse and at
a certain point I would just rather
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him stay out of it because I feel
he really doesn't understand what's
going on.
Father: I'm not sure even if I under-
stood, which I don't. Even if I
did, I'm not quite sure how I could
help, if at all . It's very diffi-
cult not to make an observation or a
comment on a situation that's hurtful
to one or all people involved and just
pretend it doesn't exist. Both Jason
and I are strong rationalists, logical,
and we make a decision on an intel-
lectual basis and tend to follow through
on it. And it's difficult for me
. . .
Researcher: So would you say something
to each of them both.
Father: I have on occasions, and I would
say in recent years I would be more
inclined not to say something. But I
know that her being very, very heavy
has placed a particular burden on the
marriage, it's not excessive, but it
has made it less happy at times.
Parental subsystem . There was no effective parental sub-
system in the family. The parents did not work together. Mrs.
Brown was in a cross-generational alliance with Jenni and did not
provide control and guidance because of her investment in maintaining
that alliance. Also, as an extension of their marital conflict,
Mrs. Brown and her husband struggled over Jenni 's problem. Mr. Brown
offered suggestions to Jenni which Mrs. Brown rejected. Mrs. Brown
supported and excused Jenni 's difficulties and failures, which
Mr. Brown attacked. Jenni 's problems continued to serve as a
metaphor for their relationship.
Father: Why can't you say no? Are you Father addresses
talking about Ellen's mother? problem with diet,
(offering food)
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Mother: I don't think no registers there.
I think if you say no. . . .
Father: It's a very interesting test for
you to be able to say no to an adult.
Mother: She says no to me all the time
(touches Jenni)
Mother supports Jenni
against him, excuses
the problem
Escalate in mirrir-
image disagreement.
Mr. Brown was ineffective and peripheral and was therefore
ineffective as an executive parent. He maintained this ineffective-
ness by undermining himself with long-winded monologues to which
no one listened, and which prevented taking direct action. His
peripheral position was also maintained by other family members who
excluded him and did not share information with him.
Researcher: What happened? You went in
today and got weighed in? Have you
lost or gained?
Jenni: I gained a little bit.
Researcher: So they've got your weight
now. When do you go back, in two
weeks? Do you know about this today;
(to father) have you had a chance to
talk about this since he came home?
Mother: Mo.
Researcher: (to father) So you don't
know yet?
Father: I haven't the foggiest idea. I'd
I'd be interested to learn a little
bit about the diet.
Mother: Well, do you want to explain it
Jenni
,
or do you remember? We have
the papers’ and they're in the kitchen
and I'm going to have to sit down with
Jenni and we're going to have to work
together on what I'm having for dinner
and how she can plan, because there
Father given no infor-
mation.
Mother avoids including
father by shifting to
what she and Jenni would
do, highlighting their
al 1 iance.
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are a lot of substitutions on her
diet and she's going to have to
decide how many pieces of bread she
wants and whether she wants to give
up a piece of bread and have
spaghetti or whatever. There are
those kinds of choices on it.
Father explaining "sabotage" to Jenni
:
Father: If you were writing a report
for your social studies class,
anything or anybody who comes along
and actively interferes and prevents
you from doing something you're
trying to do [interviewer sneezes]
is sabotaging your efforts.
Mother: (turns to interviewer, laughs),
I shouldn't laugh, Jill, you just
fit in here. Your nose is being
blown . .
.
(gestures to children
and self, including interviewer).
Father: So I do think Jenni (Mother
turns to Researcher and asks if
she needs Kleenex, sends Jason
out of the room) is learning to
identify and really name what
people are doing including herself,
to call things by their correct
name. When I first met Linda, she
had a great deal of difficulty
calling things by their real name
in regards to her weight problem
(Jason returns) She would never
say "I'm fat. ..."
Mother disqual ifies
father by changing
subject, excludes him.
Father responds to
this enactment of
"sabotage" with
attack on mother.
Because they avoided conflict, neither one took a clear
position in terms of parenting and they did not enforce discipline.
They justified their lack of leadership by stating that they be-
lived that Jenni was old enough to take responsibility for herself.
Mother: I hope that I won't have to
manage it (the diet) all that much.
I hope that Jenni will be able to.
Abdicates executive
position; shifts
responsibility to
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Honestly, I feel at this point that Jenni
.
Jenni is just not going to listen to
me, to her cello teacher, or to Craig.
She will to a certain extent, but I
cannot tell her "Jenni, don't eat
this". She has to do it herself. I
can help. I can buy the food, I can
prepare the right meal, but I have
no control over what she eats out-
side or anything.
Sibling subsystem
. There was an hierarchical confusion in
the sibling subsystem, with Jenni being treated equal to, and
occasionally younger than Jason. The parents did not seem to
distinguish between them on the basis of age; they were treated
as if they were the same age. Jenni did not have responsibilities
or privileges that Jason did not have, despite the fact that she
was four years older. Jason was frequently parental towards Jenni
protecting her, explaining her, and commenting on her behaviors.
Boundary with the outside world . This family seemed to have a
fairly rigid boundary with the outside. There seemed to be a
rule about social or professional success outside of the home as
a threat to loyalty. Jenni was seen as unsuccessful with her peer
group and only had one friend, a girl who was also seen as sympto-
matic because of obesity.
Mother: Well, Jenni is very mature for her
age. I think she's trying to be like me,
she's trying to be like . . . she really
gets along well with older people, almost
better than she does with children. At
camp, she went to camp, an overnight
camp last summer for the first time, and
she really didn't get along very well with
the children, but she got along fantasti-
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cally well with the counselor.
How old was she?
Jenni: About 19.
Mother: And she really enjoyed her
company much better than she did the
girls who were her age. And I. just
think she tries to be like me in a
lot of ways. I guess she feels
comfortable in a kind of uncomfor-
table way.
Both her relationship with her friend and the counselor
at camp were seen by the raters as an isomorph of her relationship
with her mother and an example of her difficulties with her peers.
The Browns expressed concern that Jenni will be unsuccess-
ful with the diet because of her friend and other outside in-
fluences. In fact, they dropped out of the Clinic after the third
research interview with no success in the program. They attributed
the failure to the influence of Jenni 's friend.
Mr. Brown had lost a number of jobs because of this in-
ability to fulfill job expectations and requirements, and he was
in danger of losing his current position. His work situation was
clearly stressful, and he seemed to have no support there nor did
the raters see any evidence of a social network.
Mrs. Brown went to v;ork last year but quit because it "was
a big trauma for everyone." She also seemed to have no friends
outside of the family. Her only support seemed to be from her
sister who had come to live with them.
Jason seemed to be the only member who was allowed to
"divide" his loyalties outside the home and be successful.
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Response to Change
Response to developmental stress . The Browns were at the point of
having their first child enter adolescence. This is a difficult
stage for most families, but they seemed unable to negotiate the
transition. Jenni's behavior, which was typical for this age group,
was seen as abnormally problematic by her parents; Mrs. Brown
complained about the rebelliousness she was experiencing with Jenni
,
and Mr. Brown supported Jenni in her rebelliousness, going so far
as to actually prescribe it. Once again, Jenni got caught in the
middle of her parents' conflict. Her normal adolescent differentia-
ting behavior became a symptom for her parents to divert their con-
flict. It is also possible that Mr. Brown's expression of support
for her rebelliousness functioned paradoxically to prevent her from
being rebellious and breaking away.
There was a correlation drawn between her physical appearance
(her weight) and her social success with boys, the implication being
that weight loss would lead to popularity, and that moving into her
peer group will separate her from the family.
Father: Right now she feels that a lot of Father implies that
the boys, I don't know how many, that being fat keeps her
she thinks about, aren'^ interested away from boys,
in her or basically think she is fat.
So that's not a oroblem, boys are not
a problem for her. Now if she were
thinner she might have to come to
really think seriously about what
are these creatures called boys, who
are these people. I don't know.
Researcher: Do you agree with that?
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Mother: Not yet. Most of the boys come
up to her shoulders anyway.
Father: Junior High is the age that all
the boys and girls, girls in parti-
cular, go boy crazy and that's the
next phase.
Researcher: You're not boy crazy yet.
You're not interested in boys Yet?
Mother: She's not interested in a
particular boy because a lot of them,
she doesn't think too much of,
right? Am I correct?
Jenni: Yeah, (smiles)
Researcher: Right now it's not a
problem, but you think it might be?
Father: I think it's a problem that
will develop.
Mother suggests that
she is too young to be
interested in boys.
Father disagrees with
the mother.
Mother supports Jenni 's
lack of interest in
boys—encourages it.
Asks for Jenni '
s
support against father.
Jenni supports her.
Father implies concern
about her growing up.
Idiosyncratic stress . When Mrs. Brown left her role as homemaker
last year and went to work as a teacher, the family experienced it
as "a trauma". She quit and returned to the home. The raters
hypothesized that her change in status was too much change for the
system.
Mr. Brown's professional failures and the subsequent reloca-
tions had been a source of stress to the family.
Response to the diet . Jenni did not comply with the requests of the
Clinic that she keep a food diary. She did not lose weight, but
gained .3 kg the first week, and .1 kg the second week. The Clinic
records show that on her third Clinic visit (one month after intake)
she showed a weight loss of 1.3 kg. She had dieted for a week and
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then went off "because there was stuff around the house". At her
next Clinic appointment, one month later, Jenni had gained back .3
kg. She and her mother told the nutritionist that her friend was
"sabotaging" her, bringing candy and threatening to leave her if she
lost weight. This was Jenni 's last visit to the Clinic, the next
scheduled visit was cancelled.
Mr. Brown did not attend any of the clinic visits with his
wife and daughter, and was generally not informed about the meetings
with the doctors and nutritionist.
Jenni was doing a great deal of "sneak-eating" and was
eating a lot with her friend. Although the parents knew, no one
confronted her about the cheating.
Mr. Brown began having trouble in his job in the three
weeks following the first interview, and was needing to work longer
hours at work. He spent significantly less time at home.
In the third session, Mrs. Brown announced that she had lost
ten pounds.
In terms of the family organization, the raters felt that
the family organization was rigidifying in its response to the diet.
Mrs. Brown became more and more supportive of Jenni 's difficulties in
following the diet. She sent many messages warning her not to lose
weight. Mother and daughter became more closely aligned and Mr.
Brown became more peripheral. There seemed to be a heightened
intensity in the conflict between the parents as the sessions pro-
gressed.
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Researcher: Let me see if I have this
picture straight. You didn't get a
diet two weeks ago, but you were
given some suggestions. Now your
mother knew about the suggestions,
you knew about the suggestions.
Mother: Yeah, but along with that, Jenni
was asked to record everything she
ate, so I really didn't want to
start ... in fact, I wanted her to
eat exactly the way she was eating,
so they could get an understanding
of her problem times. . . .
.Researcher: Did you tell her that?
Mother: Not really, (looks at Jenni)
but I think there were times when I
almost said, "Jenni, I want you to
eat normally and write everything
down". I know I said that a couple
of times, to be sure to write every-
thing down. That's what was in my
mind. That I really didn't want
Jenni to start cutting down at that
time, because I wanted them to get
an idea of what the problems were.
END
Mother: I think the way we were thinking
was that it was Passover and we were
not going to think about dieting and
I also think Jenni psychologically was
waiting until she was actually given
her diet. She was told a few things,
a few suggestions, but they were
really suggestions. But I think the
whole emphasis was to wait until she
was given a program that she was going
to be put on. I think that was the
emphasis. Even when I was sitting
listening to Cindy [the nutritionist]
she, I know she wasn't really trying to
suggest things. But I think what was
at the back of all our minds was the
fact that Jenni would be given a diet
to try.
END
Supports Jenni 's non-
compliance.
Communicates double
message about success
on the diet.
Supports Jenni ' s not
dieting, makes excuses
for her.
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Researcher: What do you think the
reason is? [that she hasn't lost
weight]
Mother: Urn, I'm not sure. I think
Jenni might be a little afraid to
lose weight. I think it's a hard
Defends Jenni ; supports
failure, expresses
fear of success.
thing to do especially if you're
young like Jenni is. It takes a
lot to deny yourself things, I know
for myself I don't think Jenni has
totally failed at it. I think she's
learned a lot about herself while
she's doing this. If Jenni went
and followed this diet totally and
lost 20 pounds in a month, I would
sort of wonder about her I think.
It would be too easy.
Tolerance for Conflict
This family had a variety of styles in avoiding and dif-
fusing conflict. For the most part members avoided open conflict,
but when there was expression of conflict it was usually diffused.
Mr. Brown couched criticism in collective guilt or self
blame. Members disqualified their criticisms of others. They
touched each other or smiled to soften criticism or expressed it
in terms of concern and protectiveness. Topic shifts and laughter
were also used to diffuse conflict. Jenni used silence and a
refusal to answer as a way of avoiding conflict, particularly when
she was triangulated between her parents and could not answer without
disagreeing with one of them.
Conflict was also managed by triangulation of Jenni. Mr.
and Mrs. Brown talked to each other metaphorically by talking about
Jenni and her problem. Mr. Brown could attack his wife indirectly by
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talking about Jenni's obesity and she could respond on the same
level. They avoided conflict by turning to her as a shift in topic
or focus. As a result of the strong pull of the family rules, the
researcher was occasionally inducted, and also diffused conflict
when intensity reached a certain level, by shifting the topic and
even becoming psychosomatic.
Researcher: Do you think she (Jenni) would
have more energy freed up?
Father: Mental energy and physical energy
to do things that would make her feel
good about herself.
Mother: I'm sorry to interrupt but I'm
not sure that at Jenni's age and
point in her life, that she spends
an awful lot of time thinking about
weight. I might be wrong.
Father: Why don't we ask her. How much
time do you spend, Jenni, thinking
about it? When do you think about it?
(Jenni shrugs).
Mother: When we nag you, right? (shrugs
again)
.
Father: Only times, do you ever think
about it in between? You only think
about it when someone makes a nasty
comment. . . .
Contradicts father
softens it by
qualifying it.
Father responds by
triangl ing in Jenni
to diffuse conflict.
Jenni responds with
silence and pretense
of ignorance.
Each attempting to
gain her support, and
divert conflict through
her.
END
Father: I was a little bit surprised
in a way that Jenni didn't really
come home from the meeting and say
"Hey, guess what, I have to record
every mouthful I put in my mouth".
And, "Let's make it a game and
let's find out, like a scientific
experiment, what I'm actually
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consuming". Yes? It was very
hidden and there were occasionally
little grunts and groans as "gee,
I really ought to be doing something
like that", but it was certainly not
well administered and I don't think
we helped Jenni in that regard, but
then it is her responsibility.
Mother: I think the comment that you
made shows total lack of understanding
of being overweight and what it means to
have to write down everything you're
eating and actually face the problem.
You just have no idea ... to you it
might be a game, because you don't
care about food that much anyway.
But that comment shows really how
much you don't understand. . . .
Father: I'm sure I don't understand
problems of food and dieting. But
there are uncomfortable things I
have to do at work that are really
drudgery and a real pain and upset
me where I like to bit my nails to
try to avoid doing it, and never-
theless, I typically get in and do
it in spite of that.
Researcher: You had a different response
to that than your husband. He said
he expected her to come back and be
very gamey about it, and curious. . . .
Mother starts to answer. Father interrupts.
Father: Yeah, curious to play the game in
a sense of saying "gee, we're in a new
situation and I'm being asked to do the
following things, and let's do them,
because maybe I will learn something
interesting".
Researcher: And how do you feel it
differently?
Mother: I just, Craig approaches everything
from a mind point of view and just very
intellectual without much emotions in-
vol ved.
Attacks mother for
not administering diet,
but then diffuses by
shifting to Jenni
.
Mother disqualifies
father, affirms
alliance with Jenni
and, father's peri-
pheral position.
Supports failures on
diet.
Father responds with
attack, implying her
weakness
,
Researcher diffuses
intensity.
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Father: Oh, I don't know, I have lots
of emotion.
. . .
Mother: You can really separate it out
much better than say I can, maybe Jenni
can at times. I just think it's really
a very difficult thing to do because
I've been asked to do this kind of
thing before and you just don't almost
want to face it a lot of the time. It's
a chore, it was for me. It was a real
sort of pain in the neck.
Researcher: The writing down?
Mother: Yeah. Because there are just so
many emotions tied up with wanting to
eat something, having to put it down
on the paper and then thinking about
it, because you do, when you're faced
with actually writing something down;
thinking about why you are eating and
really that you're not that hungry when
you're eating it. There are so many
things like that tied into it. It's
just not a matter of going and jotting
it down. The way Craig is saying it
is or implying it is.
Father: Well, by my saying that, I am not
implying necessarily that it is easy
emotionally to do it. All I'm saying
is really that it is something that
the intellectual side of the mind can
be enlisted to support and I guess I'm
a bit concerned that your own experi-
ence, which is certainly not one of
easy mastery of the dieting process,
which is obvious and evident to
everybody, sets an example that says
to Jenni "dieting is one of the most
difficult things in the world, it's like
learning in Chinese, it's like learning
some terribly advanced mathematical
subject where you just have to hit
your head against the wall for months
and years.
Father responds to
mother's comment as
attack.
Mother attempts to
pacify, him backs off,
refers to her symptoms.
Supports Jenni '
s
failure.
He minimizes task, she
exagerates it.
Father obfuscates
insluting remarks with
barrage of words.
Blames mother for
Jenni ' s weight
problem.
Mother: Sometimes it seems that way to me. Mother starts to back
down, takes one-down
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position; tension
reading intolerable
level
Father: I understand that, but what I'm
saying, what I'm suggesting is that
Jenni gets that strong message from
you and doesn't really explore the
options that maybe this is not,
necessarily, the most difficult
thing in the world to do.
Continues to attack.
Mother: This is something she'll have to
decide for herself.
Tries to diffuse by
shifting to Jenni
.
Father: I know. All I'm putting forward
is the idea that she can look to
various people for guidance with handling
this problem and depending on who she
looks to, she will get different
messages as to just how difficult the
problem is and how the problem should
be approached. And it's very dif-
ferent.
Continues to attack.
Mother: Well, that's why I was bringing
her down to the hospital, I think.
(pause)
Tries again to diffuse.
Father: I wanted to ask Jenni whether
she's on the diet now, since you got
it this morning, this lunchtime.
Are you on it?
Joins mother in shifting
to Jenni
.
Jenni: (unintelligible). Caught between them,
Jenni acts incompetent
to avoid commenting.
Father: When did the woman down there
ask you to go on this diet? Did she
ask you to go on it today, or next
week, or next month? Did she say
anything?
Mother: Jenni, you can say . . . (touches
Jenni
)
Gives Jenni permission
to answer.
Jenni : I don't know.
Mother: She's going to start it tomorrow. Supports Jenni
.
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Father: Oh. I see. Okay.
Hypotheses About the Function of the Symptom
in Maintaining Family Homeostasis
Based on the data generated from the three interviews the
raters suggested the following hypotheses:
Jenni's obesity served as a metaphor for the relationship
between her parents. They were able to communicate with each
other while ostensibly talking about Jenni, her weight, and the
diet. Perhaps as tensions got beyond the level of tolerance for
the family, the focus shifted to Jenni. During the course of the
study, tensions started to rise in the family and Mr. Brown began
to have difficulty at work which meant longer and more frequent
absences from home. At this point Jenni began to gain weight and
subsequently dropped out of the program. The researcher hypothe-
sized that Jenni gained weight at that point to restore the family
to a comfortable balance. It was interesting to note that as the
focus of the struggle shifted from Mrs. Brown's weight to Jenni's,
Mrs. Brown began to lose weight. The researcher saw this as further
evidence that the focus on Jenni as obese relieved pressure in the
marital relationship.
The obesity also served to protect the alliance between
Mrs. Brown and Jenni. It maintained the myth that they were alike
in every way and provided visible confirmation of their alliance.
Jenni, as her mother's ally, was able to protect and support her
mother against her father, and substantiated her position vis-a-vis
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the symptom.
Since Jenni felt self-conscious about her weight and did not
participate in peer activities, she spent more time with her family
than other girls her age. The raters hypothesized that the
symptom would prevent Jenni from expanding loyalties to peer
relationships, and would reinforce her primary loyalties to her
fami ly
.
Since the raters saw this as a family with a rigid organiza-
tion it was hypothesized that the obesity was a way of staying at an
earlier stage of development and thus a way of protecting her family
from the threat of change.
Hypotheses about System Interactions which Support
and Maintain the Symptom
Based on the data, the raters suggested the following
hypothesis:
Jenni 's involvement in the marital conflict prevented the
couple from resolving conflict, thereby causing the continuation
of the cycle which necessitated her involvement.
The overinvolvement of mother and daughter put Jenni in a
difficult position: if she lost weight, she abandoned her mother.
She needed to be overweight to be loyal to her mother and support
her against father.
Jenni 's role in the marital relationship, the use of her
weight as a metaphor, also made it difficult for Jenni to lose
weight. If she were to lose weight the family would lose the
option of talking to each other through her and tension would
rise
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someone would become symptomatic, or the marriage would be
stressed. In order to balance their relationship she needed to
stay overweight, unless they could change the structure of their
relationship.
The conflict between parents which prevented joint leadership
kept Jenni in the middle. Because they did not work together Jenni
did not get the strong support and guidance she needed. She got
conflicting messages about the obesity.
The overinvolvement with her mother and the marital conflict
prevented Jenni from participating in social activities with her
peers, and from normal adolescent development. She had not
developed the skills necessary in dealing with her peers, but was
much more comfortable with and responsive to adults. Because of
this she experienced social failure and retreated back to the safety
of her family, thereby beginning the cycle again.
The intense enmeshment and overprotectiveness which was the
style of this family, prevented her from developing competence, a
responsibility for herself, and experience with both success and
failure. As long as she continued to depend on others to manage
her responsibilities, she would not learn basic skills. She became
defined as incompetent and a patient, both of which maintained and
supported her failures.
Failure on the diet reinforced the idea that the obesity
was a chronic problem and identified her as "a stubbornly obese
person. That even professionals were unable to solve the problem
rigidified the organization around Jenni as a patient.
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Integration of the Data
The data from the five family analyses were examined to
determine if there were any trends among the families in terms of
transactional patterns and structures. It was found that although
each family had its own particular style, there were characteristics
common to all or most of the families. The following is a summary
of the trends, including similarities and differences.
Interpersonal boundaries . All of the families had diffuse inter-
personal boundaries. Members spoke for each other, read each other's
minds, and spoke about each other with assumed expertise. There was
a great deal of global speaking, with members speaking of themselves
collectively rather than as individuals. Family members were over-
protective of each other and in particular of the obese daughter.
All the obese girls elicited overprotective behavior by acting weak
or incompetent. There was an assumption of sameness among members
and a low tolerance for differences.
Lack of differentiation . There was a striking lack of differentiation
in perceptions of the obese child and obese parent in each family.
They were spoken of collectively and simultaneously. In each family
this child was considered to be a duplicate of the obese parent.
Obese parents . Although the design did not address the question of
obesity in either or both the parents, it was an interesting and
unexpected finding that in each of the five families, one of the
parents was obese. In the case of the Davis family where the
father
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did not seem obese, it was explained that he was at that point in the
thin stage of his fluctuating weight cycle, and that he considered
himself obese.
Cross-generational alliances
. In each family the obese child was
identified, overinvolved, and in a cross-generational alliance with,
the obese parent. It was an unexpected finding that this alliance
should be independent of sex. In each family the alliance was
related to weight and not sexual identification: in the Davis and
Sutton families the daughter was aligned with the obese father.
In these families the obesity served as a visible sign of allegiance.
Severity of obesity . Another unanticipated finding was that the
girls in the study were not severely obese. It had been expected
that girls who came to the Weight Control Clinic at a hospital would
be seriously and markedly obese. Although the clinical diagnosis in
each of the five cases was obesity, some of the girls appeared to
the researcher, her assistant, and the raters not to be seriously
obese. There was a wide range in terms of the severity of the obesity.
It became clear that the problem was not the severity of the obesity
but the concern of the family which defined the weight as a problem.
This was especially striking in the Strong family, where neither girl
seemed to be at all above a normal weight range.
Since the researcher noted that there were a number of grossly
obese children attending the Weight Loss Clinic, the question arose
why this particular group of families did not have grossly obese
children. The families were chosen at random and represented this
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age group. Perhaps it has something to do with the age group or two
parent families. In any case, it suggests the need for future
research.
Marital difficulties
. In each of the five families there were marital
difficulties which were marked by unresolved conflict. In the Brown
and Sutton families, the couples were involved in overt conflict in
the form of mirror-image disagreements, manifested by constant un-
resolved bickering or attacks. One parent would attack the girl or
push her to diet, the other would defend her and excuse her failure
to diet.
In the three reconstituted families: Davis, Wallace, and
Strong, conflict was managed primarily by avoidance and the manage-
ment of distance.
In all families there were attempts to avoid open conflicts
and conflict resolution within the marital dyad. For the most part,
marital conflict seemed to be diverted into struggles about the
spouse's obesity, or into parental conflict over the child and her
symptom.
Function of spouse's obesity in the marital subsystem . It seemed that
in each family except the Davis family, the spouse's obesity was a
focus of conflict in the marriage. Perhaps it was also a source of
conflict for the Davis's during the times when Mr. Davis was obese.
The focus on obesity served a number of functions in the marriages.
It helped balance out unequal power structures. In most of the
families the obese spouse was seen as being in a "one-down" position
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in relation to the other, ostensibly non-symptomatic spouse.
It seemed as if the symptomatic position enabled the obese
parent to protect his/her spouse. In the Brown and Wallace families,
the wives were able to protect their husbands by being symptomatic.
In both families the husbands themselves were symptomatic but in
comparison with their symptiomatic wives seemed competent and strong.
The obesity also seemed to maintain a comfortable distance
between the couple. The obese spouses in most of the families
reported that being fat prevented them from participating fully in
social and recreational events.
The issue of obesity was hinted at as a source of conflict in
the Strong family, but the raters did not have enough data to
evaluate it.
The focus on obesity as a source of conflict served as a
metaphor for the relationship struggles between spouses. Rather
than dealing openly with their conflicts, the couple could use a
symptom, obesity, as an analogous way of handling the conflict.
This created incongruous hierarchies (Madanes, 1981) in which each
of the partners was simultaneously in a one-up and one-down position.
The non-symptomatic spouse was one-up by virtue of being non-
symptomatic and in a position of helping and guiding, but at the
same time in a one-down position because he could not "cure" or help
his/her spouse. The symptomatic spouse was both in a one-down
position by virtue of being symptomatic, and also in a one-up posi-
tion because s/he has the ultimate power of refusing to be changed.
The couples had become trapped in a situation where neither can change
262
without upsotting the balance of power. They become locked in a
circular struggle where the more the thin spouse tried to change the
obese spouse, the more the obese spouse refused to budge.
Resistance in this situation took the form of uncontrolled eating
and cheating on a diet. This created a situation in which the more
the couple tried to change, the more they stayed the same.
Involvement of the obese child in marital conflict . In each family
the obese daughter was inappropriately involved in the marital con-
flict. In the Brown and Davis families the daughter was in a cross-
generational alliance with the obese parent against the non-obese
parent. In the Strong and Wallace families the daughter served as a
companion for her mother, in a way that both compensated for the
father's absence and maintained it. In the Sutton family, the
daughter was in a covert cross-generational alliance with each of
her parents against the other. In each case, the daughter had come
to occupy a position in the marital subsystem which violated genera-
tional boundaries. This triadic arrangement had come to serve a
protective function in stabilizing the system, either by stabilizing
the balance of power in the marital system or by maintaining the
distance which prevented conflict. Unfortunately this triadic
arrangement also served to prevent dyadic interaction between the
parents which might have lead to resolution of conflict, thereby
necessitating the daughter's continued inappropriate participation
in the marriage.
Lack of executive parental team. In each of the families
there was no
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effective exeuctive parental team. The parents did not work together
in any of the families, although the Strong family did begin to do so
by the third research interview. In the Brown and Davis families
the obese parent supported the obese daughter against the other
parent, and did not take an executive role him/herself. The thin
parent in these families was peripheral and did not exert parental
authority. In the Sutton family each parent supported the daughter
against the other, neither taking responsibility for leadership.
They undermined each other and neither was able to function effect-
ively in a parental role. In the Wallace and Strong families the
mother was overinvolved with the daughter and did not take a parental
role, relating instead with her daughter as if they were peers rather
than mother and daughter. In both these families the father was
peripheral and either took no parental role or was inconsistent
in doing so.
Family's relationship with the outside world .
Social isolation . All the mothers in the study were socially
isolated. With the exception of Mrs. Davis who worked for her
husband, none of the mothers were working outside of the home.
Mrs. Strong had begun to work full time during the course of the study.
Mrs. Brown had worked, but returned home when her working outside of
the home proved "traumatic for everyone." Mrs. Davis was working full
time, but for her husband, and she worked out of the office in their
home. None of the mothers seemed to have significant and supportive
relationships outside of the family. The only exception was Mrs. Brown
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whose sister lived with the family. Both Mrs. Davis and Mrs. Strong
were foreigners and unlike their husbands, had no family in this
area. Mrs. Wallace said that although she has family in the area,
she has no contact with them. Information about Mrs. Sutton's
family was not available. Mrs. Wallace and Mrs. Strong had a history
of involvement with professionals in dealing with family problems.
With the exception of Craig Brown, who was seen as socially
isolated, the husbands did not seem as socially isolated as their
wives. They were all involved in the work world.
Work as stress . All of the fathers worked full time and had
jobs which meant frequent absences from home and long hours. It
became clear that the couples did not spend much time together, either
alone or socially. The mothers were not only socially isolated out-
side of the home, but also in relationship with their husbands.
In the Brown family, the father's work life had been a source
of stress for many years and his job failures had meant a number of
relocations for his family. Mr. Sutton reported that he and his
family had experienced stress due to the changes in his work. Mr.
Davis was absent from the home a great deal because of his v/ork
which took him to Europe frequently. This was seen as a stress in
his marriage especially since his wife was left to manage the
business, home and family alone.
Obese daughters as social failures . Following the style of
the family, the obese daughters were described as social failures
and isolates, unable to get along with their peers. The only excep-
tion was Crystal Davis who was described as being popular. (Crystal
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was also the only child without siblings.) With the exception of
Crystal, none of the girls participated in peer group activities,
although their siblings did so. Most of the time leisure time was
spent with other family members. Crystal and Jenni Brown each had
one best friend with whom they spent a great deal of time. In each
case the friend was also obese, in fact, more obese than the girl
herself. While it is not unusual with this age group to have one
"best friend" it does seem noteworthy that the friend was also obese.
As in the relationship with her obese parent, the girl found herself
in a position where losing weight meant "abandoning" an ally.
School problems . The parents in each family complained that
the daughter was having serious trouble in school. All the girls
had been excellent students whose academic work had deteriorated over
the last year or so. In most cases the family blamed the school or
the girl's friends for this change.
In many ways, all the families were experiencing stress with
the outside world, whether work, extended family, or financial and
social problems. The families shared a mistrust of the outside world
and a tendency to see it as the source of their problems.
Developmental changes . All families were faced with developmental
changes, either adolescence or forming a new reconstituted family.
The families seemed to be struggling with developmental behavior
changes involved in adolescence, both the division of loyalties
between the family and peer group, and the differentiating behavior
which was experienced as rebellion and pathological in these families
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In most of the families, the Browns, Buttons, Wallaces, and
Strongs, there was an emphasis on the girls appearance, and a
correlation made between social success and thinness, and social
success was seen as a threat. With the boundaries of the families
with the outside world so rigid, and the girl in a confl ict -diffusing
role, her development and movement into the outside world was
threatening, and these families sent messages about the dangers and
possible disloyalty of withdrawing even a little, from the family.
An unexpected finding was that three of the five families
were reconstituted families. In these families there seemed to be
difficulty in redefining membership and including the new parent.
In each of the three, the stepparent was not in an executive leader-
ship role and the natural parent had an alliance with the obese girl.
This suggested there are special difficulties in working with these
families which should be addressed in future research.
Sibling subsystem . In the Brown and Strong family there was an
hierarchical confusion in the sibling subsystem, with the older
daughter being treated as equal to or younger than her younger sibling.
Crystal Davis was an only child and therefore was not part of a
sibling subsystem. In the Sutton family Peter, the older brother,
was in a parental position vis-a-vis his sister and was able to
perform parental functions. The role and organization of the sibling
subsystem in the Wallace family was unclear: siblings did not seem
to really form a subsystem of their own.
In all families there was little differentiation between
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children on the basis of age and hierarchical position. Older siblings
were not given more or different privileges and responsibilities than
younger siblings.
Avoidance and diffusion of conflict . All of the families avoided or
diffused conflict. In no family was resolution ever reached about a
disagreement. The result of this was that no solutions were ever found
to problems, and no action was ever undertaken to make change. The
families used a variety of behaviors in avoiding conflict and/or its
resolution. Distance especially in the Davis, Wallace, and Strong
families served to keep family members, especially the married couple,
from confrontation and conflict. Shifts in topic, humor and laughter,
use of non-sequitors were used in all the families. Mr. Brown spoke in
long-winded monologues to avoid confrontation. Silence and professions
of ignorance were also used to avoid conflict, particularly by the
obese daughters, but also by Mr. Sutton and Mr. Davis. The major form
of conflict avoidance and diffusion seemed to be the entrance of a
third person into a dyadic conflict. This would take the form of the
third person entering the conversation, or one of the two people in
conflict bringing that person in by referring to her or asking her
questions. Alliance shifts were also used to diffuse conflict, as was
the focus on symptomatic behavior.
Response to diet failure . In all the families except for the Strong
family, in which both girls continued to lose weight, the obese parent
supported and excused the failure of the obese girl to lose weight.
In
mirror image disagreements, in the Brown and Davis families, the
thin
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parent encouraged and tried to enforce the diet, and the obese parent
approved, supported, and excused the failure. In the Sutton family
there was no attempt to enforce the diet or manage the environment.
Mr. Sutton also excused her failure and covertly supported her. In
the Wallace family there was an implicit message to Sally that she was
expected to be a failure. Furthermore, her failure and her mother's
"incompetence" in helping her served to bring the father back into the
family. The Strong family, the only one to be successful on the diet,
was also the only one who gave clear messages to the girl. The parents
were in agreement about their expectations and did not undermine each
other. They were also the only family in which the parents took charge
of the diet and controlled the environment. The girls were not ex-
pected to be solely responsible for the diet.
With the exception of the Strong family, all of the parents
suspected that the girls were cheating on the diet and eating secretly,
but did not confront them with the information or try to change the
situation. There was an implicit acknowledgment and acceptance com-
municated by their silence. With the exception of Carolyn Strong all
the girls denied cheating when the subject was brought up in the inter-
views. In the Strong family there was a reported incident of cheating,
to which Carolyn admitted. It was dealt with clearly, with an open
confrontation between mother and daughter.
Response to diet: increased tension . In all families except for the
Strongs, there was increased tension observed in the families after the
prescription of the diet. In the Brown family the raters noted
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increasingly overt conflict between the parents during the second and
third interview. In addition, during the third interview the family
reported that Mr. Brown was spending more and more time at work and had
not been spending time with his family over the previous two weeks. He
reported needing to spend time at work because he was having serious
problems, and hinted that his job might be in jeopardy. In the Sutton
family there was a noticeable increase in tension and overt conflict
from the first to the second session. Nancy had lost weight during
this time. By the third session she had gained the weight back and the
parents were united in attacking her and defending her failure. In
this way they were all able to return the system to a level of conflict
that was more tolerable. In the Davis family conflict increased mar-
kedly between the second and third interviews. As Mrs. Davis attempted
to parent Crystal and take responsibility for the diet. Crystal, with
her father's support, became "unmaneagable. " This threatened to bring
the covert conflict between the parents out into the open. At this
point Crystal began to gain weight. In the Wallace family, tensions
increased to the point that one of the family members was removed from
the family "until things calm down." The Strong family reported less
tension than before the diet, and the girls continued to lose weight.
Increased tension after the diet prescription was followed by
failure in the diet. In the Brown family, Jenni initially lost some
weight but had regained it by the third interview. By the third inter-
view Nancy Sutton had begun to regain the little weight she had lost.
In the Wallace family, Sally initially lost no weight, in fact she
gained, but began to lose it after her father stepped in. The father's
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re-entry into the family was followed by a weight loss. In the Sutton
family, Crystal initially lost weight but began gaining it back by the
third interview.
The Strong family did not respond in the same way: they did
not experience increased stress as a result of the diet, and the girls
continued to lose. They did however, undergo a major structural
change. Whether or not this change would lead to increased tensions,
and whether the increased tensions would lead to failure on the diet
could not be predicted.
All the families with the exception of the Wallaces, dropped
out of the Weight Control program after completion of the three re-
search interviews. Sally Wallace was still attending the program in
May, having made an agreement with her father about a reward for doing
so.
Protective function of the symptom . In all five of the families the
obesity served a number of protective functions. By presenting the
family with a symptom, the daughter was able to distract them from
other, more serious, issues. With attention in the Strong family
focused on Carolyn and her weight, the very serious medical condition
of the younger daughter could also be avoided. In the Davis family,
the focus on Crystal's weight distracted from the many tensions, not
only in marriage, but also between Crystal's mother and father, and be-
tween this couple and the extended family. In the Wallace family,
Sally's obesity served to distract from the problems the couple was
having individually, with each other, and with the other children. In
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the Brown family, Jenni's weight problem diverted attention from the
difficulties Mr. Brown was having in his career. In all families, the
obesity served to divert attention from marital conflict.
In addition, the symptom also served to regulate distance be-
tween the marital couple. In the Wallace family, Sally managed to keep
her father from getting too distant by developing a symptom that
neither she nor her mother could control, and which therefore necessi-
tated his involvement. In the Davis family. Crystal also managed to
keep her father involved with his family and his ex-wife.
It was interesting to note that in three families, the Buttons,
Browns, and Strongs, that as the focus shifted from the struggle over
the parent's obesity to the girl's obesity and diet, the obese parent
began to lose weight. It was possible that the girl's obesity served
to distract her parents from their conflict about the parent's obesity,
and allowed them to struggle about her weight instead. In that way the
couple would be "freed" from the issue of the paretn's obesity and s/he
could lose weight and still maintain the position vis-a-vis the spouse.
Loyalty . The obesity in all five families was also seen as a mark of
loyalty to the obese parent, with whom the girl was aligned. It showed
visible support, a way of demonstrating the alliance between the. Un-
fortunately the daughter was in a position in which losing weight was
perceived as disloyal. It became a kind of double bind in which the
girl could protect her parents by frustrating them, and compliance
(with the diet) became betrayal.
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Adolescent development . The obesity was also protective in that it
served to slow down normal adolescent development and allowed the
child to stay within the family longer than she normally would. At this
stage children are beginning to differentiate from their families and
extend their loyalties to the extrafamil ial peer group. In these fam-
ilies the girls had limited their peer involvement, whether because
they "felt fat" or didn't have friends or were afraid that outside in-
fluences might sabotage their diets. By doing this, they were able to
maintain sole loyalties to their families. In families such as these,
where there is little tolerance for differences, and the girls position
in the family is crucial for maintaining stability, adolescence and
divided loyalties prove threatening. These families for the most part
seemed unprepared to have the daughter begin to separate, and were ex-
periencing separation as abandonment. The obesity and its use to limit
extrafamilial involvement had become a solution to the problem.
Since she was an important part of maintaining the triad in a
stable way, the departure of the daughter was threatening to them all.
What would happen if she left? Parents whose distance was maintained
and regulated by the triadic structure, and those whose conflict was
kept "under control" by it would be left alone to face each other with-
out a distraction. The fear of what the results would be continued to
reinforce the daugher's participation.
The daughter's participation in this triadic relationship
seemed to be the most significant function of the obesity. Her symptom
served to stablize the system by maintaining distance, balancing power,
and diverting conflict.
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In summary, the following trends were found in the families:
(1) All of the families had diffuse interpersonal boundaries;
(2) There was a lack of differentiation between the obese child and
obese parent in each family;
(3) There was one obese parent in each family;
(4) The obese child in each family was overinvolved with, and in a
cross-generational alliance with the obese parent;
(5) None of the girls in the study were found to be seriously obese;
obesity was determined more by the family's definition and concern
than by weight;
(6) In each of the five families there were unresolved conflicts and
marital difficulties;
(7) In four of the five families the spouse's obesity was a source of
marital conflict; in the fifth family this would have been a pos-
sibility during the father's "fat phase."
(8) In each of the five families the obese daughter was inappropriate-
ly involved in the marital conflict;
(9) In each of the five families there was a lack of joint effective
leadership on the part of the parents;
(10) All of the five families had a style of social isolation and mis-
trust of the outside world;
(11) The obese daughters were seen as (and encouraged to be) social
failures.
(12) All families were facing developmental stresses: either adoles-
cence or reconstituting family. Most of the families saw
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adolescence as a threat to their stability. Three of the five
families were reconstituted and had not as yet successfully re-
organized in a way that gave the new parent an executive authori-
ty. The marital dyads in these couples seemed to be having dif-
ficulty forming a relationship separate from their parental
roles;
(13) There was hierarchical confusion in the sibling subsystems;
(14) There was an avoidance and diffusion of conflict in the families,
and an inability to reach conflict resolution. Because of this,
action was rarely taken to make change;
The one exception to many of these trends was the Strong family,
which only differed from the other 4 families in that it was the only
family in which the daughter lost weight.
The Strong family differed from the other families in a num-
ber of ways. It was the only family in which the parents did not
undermine each other. They did not work together as an executive team
in the beginning of the study but they did not undermine each other's
authority or interfere with each other. By the last interview the
couple was beginning to work together as parents and generally in a
cooperative way. They also differed from the other families in giving
a clear, consistent, and united message about the expectations and
attitude toward the girl's diet. They were also the only family in
which the parents confronted the daughter about cheating in an open
and clear way. A major difference between this family and the other
four was the question of flexibility: while the other families or-
ganized more rigidly in their accustomed patterns of interaction.
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in response to the diet, this family changed its organization in
response to the diet.
CHAPTER V
SUMMARY AND CONCLUSIONS
Summary
The purpose of this study was to investigate, by means of a
structural assessment, the structure and interactional patterns of
the family system of obese girls between the ages of 11 and 14 who
sought treatment at the Weight Control Clinic of Childrens' Hospital
Medical Center, Boston.
Obesity is a widespread and persistent problem. Despite the
numerous studies conducted in medical and psychological fields as
reported in the review of the literature, no one method of treatment
has been developed which has proven successful. The low rate of suc-
cess and extremely high rate of relapse have continued to frustrate
researchers and clinicians searching for comprehensive effective
treatment. Although a number of studies and clinical experiences have
indicated the need to investigate the significance of family factors
in chronic obesity, little attention has been paid to that area until
this time.
The introduction of family systems theory as a new perspective
on the problem has provided an understanding of the role of obesity in
the family system, and has suggested ways in which the chronicity of
the problem is maintained. Suggestions for new forms of treatment are
provided, as well as suggestions for future research.
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Five families were interviewed at the time of intake and pre-
scription of a diet, and twice more during the course of treatment in
the Weight Control Clinic. These three interviews provided the data
which was analyzed for family interactional patterns. The structural
assessment was based on the format developed by Salvador Minuchin, the
originator of structural family therapy. The assessments were com-
pleted by the researcher and two raters who viewed each series of
videotapes. The final analysis of each family was a synthesis of the
individual assessments completed by the researcher and raters, a col-
laborative discussion, and review of the videotapes by the researcher.
Edited and annotated transcripts from the interviews accompany the
analyses.
The findings revealed a number of trends in the structure of
the families. In each family there was one obese parent, and that
parent was overinvolved with the obese child. There was unresolved
marital conflict and/or distance between the spouses in each couple.
The spouse's obesity was a major issue in each of the marriages. The
families had very diffuse interpersonal boundaries, with an especially
marked lack of differentiation in perceptions of the obese parent and
the obese child. There was no effective joint leadership: neither of
the parents functioned in an executive role, individually or together.
With the exception of the one family in which the daughter was suc-
cessful in losing weight, the parents undermined each other's author-
ity. There was a rule against the daughter being successful outside
of the home, and there were rigid boundaries between the families and
the outside world. All families were having difficulty with
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developmental stress, involving the daughters' adolescence and/or the
formation of a reconstituted family. All families demonstrated low
tolerance for conflict. In the intact families there was a great deal
of bickering and open unresolved conflict. In the reconstituted
families there was a carefully regulated distance which served to
avoid conflict. In all families the obese daughter was inappropri-
ately involved in marital conflict as a conflict diffuser. She was
either in a cross-generational alliance with the obese parent, or
triangulated in alliances with both parents. In all families but one,
the response to the prescription of the diet was increased tension
within the family followed by failure on the diet. The one family
that was successful on the diet differed from the others in that the
parents did not undermine each other in terms of the diet, did not
give conflicting and inconsistent messages to the girl about her diet,
controlled the environment, and the family responded to the interven-
tion with a change in the family structure, which was seen by the
researcher as evidence of flexibility of the system. In all families
the obesity was seen as having a protective function in maintaining
the stability of the system. The obesity was also seen as being main-
tained by the system's preferred patterns of interaction.
Conclusions
The conclusions are presented in six sections; (1) comparison
of these findings with the work of Hilda Bruch; (2) comparison of
these findings with those of Minuchin et al . in their study on psycho-
somatic families; (3) specificity of obesity as a symptom; (4) specu-
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lations on the development of obesity as a chronic symptom; (5)
implications for clinical practice; and (6) research concerns and
suggestions for future research.
Comparison of these findings with the work of Hilda Bruch . There have
been a number of studies that report on the families of obese children
but which have not been done within a family systems framework. Hilda
Bruch, in particular, has written a great deal about obese children
and their families, and is considered the foremost expert in the field.
It is the results of her work which will be compared with the results
of this study.
Many of Bruch's observations about the behaviors of families
of obese children are similar to the results of this study, but while
there are similarities, in reality they are illusory, for the differ-
ences in theoretical frameworks makes comparison difficult.
The most salient of Bruch's findings in her study and clinical
observations of families of obese children include the following; a
strong overinvolvement between the mother and the child, with the
mother dominating and controlling all aspects of the child's life,
and the child unusually dependent and immature; overprotectiveness and
infantil ization of the child, with an avoidance of physical activity
and concern with health and danger; the father in a subordinate and
peripheral role; marital discord with constant open conflict; and the
use of the child to compensate the parents for their disappointments
and frustrations in life and with each other.
While these findings might appear to be similar to the results
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of this study, or at least to be consistent with it, this is mislead-
ing, for the interpretations are different enough to be almost incom-
patible.
For instance, the results of this study also show a strong
overinvolvement between one of the parents and the obese child (the
choice of parent, however, seems to be linked to symptomatic behavior
rather than sex). It is understood not as the need of the mother, or
by extension, need of the mother and child, rather it is understood as
an organizational pattern of the family system in which the overin-
volvement of parent and child serves a particular function in the
family; perhaps to maintain distance between the parents in order to
avoid conflict. Similarly, the child is not seen as a victim of the
parents' frustration, but as part of the organization which perhaps
maintains a safe balance by the child's position as a "buffer" in the
marital relationship.
It seems, in comparing the results of this study with the
work of Bruch, that it is the question of blame which differentiates
between the two. Bruch sees the origins of obesity in the interac-
tions of family members, specifically the mother and child dyad. This
study, within the framework of family systems theory, argues that one
can not say, as Bruch does, that the family is the "cause" of obesity.
Nor can one say that "enmeshment" or "lack of conflict resolution"
cause obesity. These interactional patterns may serve to maintain the
obesity as a symptom but can not be said to cause it. Although the
focus of the problem has shifted from the individual to the family,
this does not mean to imply that the family is the cause of the
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problem. The family may be the context in which the problem arises,
or at least part of the context, but it is not the cause. Parents do
not create fat children, either by overfeeding or "noxious influence."
Symptoms develop within certain contexts which continue to support and
maintain them, and the symptom in turn shares in the support and main-
tenance of the system. To say families create fat children ignores
the complex rule-governed interactions between members, and the pro-
tective nature of the symptom.
Bruch's work continues to focus on the individual even though
she includes the family. She does not study the interactions between
members of the family, but only the behaviors of individual members.
Therefore the "boundaries of her explorations are still determined by
the linear paradigm" (Minuchin, 1978, p. 17). Thus her findings are
inconsistent with the family systems framework in her conceptualiza-
tion of a symptom as a result of family interactions, rather than as
a significant part of interactions.
Comparison of these findings with those of Minuchin in "Psychosomatic
Fami lies . " The analysis of the data revealed that the family dynamics
and organization in families with obese daughters were similar to
those of the families studied by Minuchin and his colleagues and
reported in Psychosomatic Families (1978). These characteristics were
enmeshment, overprotectiveness, rigidity, conflict avoidance, and the
child's involvement in parental conflict.
Enmeshment . As in Minuchin's study, these families were found
to have transactional patterns characteristic of enmeshment.
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Boundaries between individual members were diffuse. Members spoke
for each other, read each other's minds and spoke globally, rather
than individually, about family members. There was a lack of privacy
and a low tolerance for differences and autonomy. Members had poorly
differentiated perceptions of each other and of themselves. In each
family, this was especially pronounced between the obese girl and her
obese parent, who were perceived as identical.
Subsystem boundaries were also diffuse. There was no effec-
tive parental subsystem which served in an executive capacity; the
parents did not work together as a team. In some cases neither parent
was functioning in a consistent executive position. There were cross-
generational alliances between the obese child and the obese adult.
In one family the daughter was seen as being in a covert cross-
generational alliance with each of her parents. The obese children
in these families had more power than children usually do in families
by virtue of their alliances with adults and the dysfunctional hier-
archy in general. Siblings also violated subsystem boundaries by
being inappropriately parental with each other.
Dyadic interactions, particularly involving conflict, rarely
took place without the involvement of a third person. Dyadic conflict
also activated shifting alliances.
Although boundaries within the family were diffuse, boundaries
with the outside were generally more rigid. Members maintained
primary loyalty to the family and did not have many significant ties
outside of the family circle. This was especially true of the obese
daughters, who were not significantly involved with their peer groups
and were perceived as social failures, and failures in school and
activities. There was an implicit discouragement of involvement out-
side of the family.
Overprotectiveness
. The families in this study were found to
be overprotecti ve with each other. Family members were hyperrespon-
sive to tension and distress in each other, and "rescued" each other
when under pressure. Members were especially protective of the obese
daughter, treating her in most cases as if she were fragile and vul-
nerable, and expressing a reluctance to force her to do anything.
There was a great deal of nurturance eliciting behavior, and a pre-
tense of incompetence. Members took over tasks for the daughter which
she was perfectly capable of doing, and she invited this. As in
Psychosomatic Families
,
"Critical remarks and demands are often ac-
companied by pacifying behaviors" (Minuchin, 1975, p. 1033).
Unlike the families in Minuchin' s study, there was little evi-
dence of preoccupation with physical well-being demonstrated during
the interviews. There was also little evidence of hypochondria or
history of psychosomatic complaints, which Minuchin found.
Rigidity . In this study the evaluation of rigidity was based
on the family's response to the intervention of the Clinic, specific-
ally the initiation of treatment for obesity, and to the response of
the family to developmental changes.
As in Minuchin 's study, the families were found to be especi-
ally sensitive to the introduction of change into the system. With
the exception of the one family in which the daughter was successful
on the diet, the families all responded to the diet and the daughter'
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attempt to lose weight with heightened intensity, tension and con-
flict. This in turn was followed by a return to the status quo
through the girl's failure on the diet.
Most of the families were found to be having difficulty nego-
tiating the changes in interactional patterns which were necessary as
the girl moved into adolescence. Three of the families were recon-
stituted families, and seemed to be having difficulty including new
members and reorganizing appropriately.
One of the five families was found to be quite flexible: they
responded to the introduction of the diet with a shift in the family
structure. This was also the only family which had success on the
diet.
Conflict avoidance . The interactional patterns in dealing
with conflict in the five families were especially striking. All of
them demonstrated an exceptionally low tolerance for the expression
and/or resolution of conflict. Each family had its own ways of
managing conflict. In some families conflict was denied or avoided,
in others it was open but never clear, direct, or resolved. Families
used a variety of techniques to avoid or diffuse conflict, the main-
tenance of distance, shifts in topic, laughter, ignorance, alliance
shifts, and the tri angulation of a third person.
In all families there seemed to be unresolved marital conflict
or distance, and in all families parental conflict or distance was
managed by the involvement of the obese daughter.
Involvement of the child in parental conflict . In each family
the obese daughter was inappropriately involved in parental conflict.
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In most fdmilios tho ddughtor was involvod in a cross-gonerational
alliance with her obese parent. In one family the daughter was tri-
angulated, in a cross-generational coalition with each parent against
the other. In all of the families the girl was involved in a triadic
arrangement with her parents in which she served a protective function
by diverting conflict between them, and maintaining distance.
Function of the symptom . The findings in this study were also
consistent with those of Psychosomatic Families in terms of the use
of the symptom in maintaining family homeostasis. The daughter's
obesity served many protective functions within the families. It
served as a distraction from other, generally more serious, problems.
It functioned as a way for the daughter to detour conflict from the
marital couple by a focus on the symptom. It served as a mark of
loyalty to the obese parent and visible evidence of their alliance.
It also served to regulate distance between the members of the family,
particularly the parents. The obesity also maintained the family
homeostasis by keeping the family at an earlier stage of development
as the obesity delayed the girl's adolescent separation from the
family and involvement with her peer group.
The child's weight had come to be a regulator of the system.
As was seen during the course of the interviews, as the girls started
to diet, tensions began to rise in the family. In these families,
as in the families of anorectics, diabetics, and asthmatics studied
by Minuchin, "When the family's low threshold for conflict approached,
the sick child becomes ill, allowing members to detour conflict . .
."
(Minuchin et al., 1975, p. 1033). The symptomatic behavior, in these
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families including eating and cheating on the diet, became a response
to the increased tension, an attempt to divert conflict. The eating
was seen as an attempt to calm the system down and keep it stable.
The cheating and failure of the diet was understood as an attempt to
reestablish the careful balance which was disturbed by the changes
introduced by the diet and weight loss. Because this behavior was
successful in its attempt to diffuse tension and conflict, it became
a useful part of the system.
Perhaps it is in this way and for this purpose that the pat-
tern known as the "yo-yo cycle" develops. The individual begins to
lose weight, and at some point the weight loss threatens the system's
tolerance for change and conflict, and the individual begins to regain
the weight. Viewed in this way, an individual's weight cycle can be
seen as simultaneously being regulated by and a regulator of tension
within a system.
It is possible that the changes in the family caused by ap-
proaching adolescence and the changes in family structure it neces-
sitated, and/or the changes implicit in forming a new family, created
a disequilibrium in the families that was experienced as very
threatening. In this case, the obesity would serve to keep the
adolescent from developing normally and leaving the family, even in
part, for her peer group. Although most of the girls had been over-
weight for a number of years, they and their families began to focus
on the weight as a problem when they reached puberty. It was at the
point that the girls started maturing sexually that the obesity became
an issue. It was hard to ignore their development. Perhaps the
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reality and its implications in terms of the family unity became
threatening at this point.
The findings of this study on families with obese children are
consistent with those of Minuchin on psychosomatic families in general.
It would seem that there are characteristics common to a wide range of
families with physical complaints which suggests that there is no one
family configuration that can be correlated with a specific symptom.
Minuchin does not address the question of symptom choice other than
to state that "symptom choice is related to the family history and
organization" (Minuchin et al
. , 1975, p. 1035), and that in secondary
psychosomatic illness "symptom selection is idiosyncratic for each
family" (Minuchin et al., 1975, p. 1035). This study, however, sug-
gests that the symptom of obesity has a specific meaning and function
in the families. This is not a statement about etiology, for family
systems are too rich and complex to be able to isolate specific
etiological factors. Rather it is an attempt to understand how it is
that these particular families maintain obesity as a symptom of
choice. For this purpose we look to the recent work of Cloe Madanes.
Specificity of obesity as a symptom . It is assumed that symptomatic
behavior in psychosomatic children serves a protective function in
the family. The obesity in these families functioned in the same way,
diverting conflict between the parents, maintaining distance between
the parents, and protecting the stability of the family. There are,
in addition, more specific functions which the obesity served, func-
tions which could only be performed by the symptom of obesity. It
is
the recent work of Madanes (1981) which addresses specificity of
symptoms through "The focus on the analogies between the situation
of the parent and child" (p. 112).
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In all of the families in this study, one of the parents was
obese, and obesity was already a central part of the family organiza-
tion. The couples reported spending a great amount of time, effort
and money struggling with the problem, and it was clear that it was
a source of conflict between them.
The couples in these families were involved in "incongruous
hierarchies" where the symptom, obesity, served to maintain a careful
balance of power between the spouses. The way the couples had come
to interact regarding the symptom of obesity in the spouse served as
a metaphor for their marital struggle. They had developed patterns of
interaction regarding the obesity which were analogous to their un-
resolved conflict. The couples were functioning in what appeared to
be a complementary relationship, with the obese parent in a "one-down"
position by virtue of being symptomatic. In a situation where the
"one-up" spouse was ostensibly in charge of the relationship and their
lives together, the "one-down" spouse was compliant in every area ex-
cept the symptom. S/he was suffering from a symptom that could not be
controlled. In this way the symptom served as an analogic communica-
tion to the other spouse: "There are some things even you cannot con-
trol." The more the thin spouse tried to help or change the obese
spouse, the more resistance s/he met. The obesity had come to be a
statement about power and control in the relationship: the more the
thin spouse tried to change and solve the problem, the more
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"uncontrollable" it became.
The struggle between the couples in these families was at
some point extended to include the obese child in a triadic arrange-
ment and "the system of interaction around the parent's difficulties
. .
.
[was] replaced by the system of interaction around the child's
problem." (p. 114) The couple stopped fighting about the parent's
obesity, and began to struggle over the child's obesity. The child's
obesity began to function as a metaphor for the parental conflict.
Madanes explains the use of symptom as metaphor in the
following way:
Metaphorical communication is like a double vision in that
what is visible in one track is also visible in another track.
It is as if one can look in one place and get an image of
what is going on in another place. Sequences of interaction
repeat themselves at different levels, and one level leads to
another, (p. 112)
This was more than an isomorphic transformation, however,
with one pattern repeating itself throughout the system. It served
a particular function in allowing the couple to continue their
struggle in a way that was safer for the system since they did not
have to deal with the other directly. The parents were able to
cotmunicate with each other on two levels simultaneously: on a
literal level about the girl, and on a metaphorical level about each
other. The thin parent could attack the girl for being fat, lazy,
and stubborn, while the obese parent could support and defend her,
accusing the thin parent of not understanding the problem. In this
way the spouses could continue their struggle with each other in a
less direct and threatening way. The child began to represent the
obese parent in the struggle. The situation was further expressed
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metaphorically as the child began to frustrate the thin parent's
attempt to solve the problem in the same way the obese parent had.
This then created a similar incongruous hierarchy involving the thin
parent and the child.
The point at which the struggle shifted from a marital one
to one involving the child is not clear. Perhaps it occured at a
point at which the spouse's symptom no longer served effectively to
balance the power between the spouses. In a relationship in which
the obese parent was "one-down" the entry of the obese child as an
ally of the "one-down" spouse would then help in restoring a balance
of power.
It was interesting to learn that in three of the families
where the couple was involved in an incongruous hierarchy, that as
the focus of the struggle shifted to problems around the girl's
weight the obese parents began to lose weight. This suggested that
as the focus shifted from the parent's weight the spouse's obesity
was no longer necessary to balance power. They were able to give
up their struggle over the parent's obesity while they were engaged
in struggle elsewhere.
Obesity is also interesting as a symptom in that it was such
a visible and obvious metaphor. The child did not have to do or say
anything to attract attention to herself, she simply had to stay
overweight. It served as a constant reminder, also, of the alliance
with the obese parent.
This study suggests that the child's obesity was a specific
symptom which served to focus attention away from the marital con-
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flict over the same issue. In this way the couple could still
communicate with each other, but metaphorically, and avoid dealing
with each other directly about their difficulties in the balance of
power.
Speculations on the development of obesity as a chronic symptom.
Definition of obesity . One of the interesting findings of
this study is the observation that a symptom is only a symptom if it
is defined as a problem by the system. There are many objective
criteria for the determination of obesity, and yet the definition
of obesity is not that easily or objectively made. Not all of the
(
girls in this study were seriously obese; there was a wide range of
the severity of obesity among the girls, and yet all the families
were as preoccupied and focused on the weight as if the girls were
grotesquely obese. There are girls, particularly in this age group,
who are as overweight as any of the girls in this study but who do
not seek treatment. Some of these girls are handicapped by the
weight, but many of them lead normal lives trusting that they will
outgrow the weight. For some it has no significance. The girls in
this study and their families, on the other hand, led lives that
were focused on their weight. It is interesting to note that only
one
of the families interviewed (but not included in the study because
the girl was only nine years old) had not defined the girl's
weight
as a problem. They had not thought to bring the girl
for treatment,
but were referred by the school counselor who was
concerned about her
weight. The family brought her for treatment although
they felt
" She lost weight rapidly and consistentlyShe's fine the way she is.
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and was the only girl interviewed who is still participating in the
treatment program. It became clear during the course of this re-
search that the definition of obesity, and any symptom for that
matter, has more to do with how it is seen and responded to by the
family than by any objective criteria. (Coppersmith, 1980)
Development of chronicity . Many young girls gain weight
before and during puberty as their bodies prepare for a major growth
spurt. Many of them also lose the weight as they grow, without
paying any attention to it. What has happened in these families
that the girls have a different experience? In these families
obesity was already a focal point and source of conflict. When the
girls gained weight the families might have reacted to it more in-
tensely because it was already a part of their family interactions.
What might have been a simple difficulty inherent in the growth pro-
cess could have become a "problem" as a result of the concern about
it. In such a situation the solution becomes the problem. (Watzlawick,
Weakland, and Fisch, 1974)
This also raises a question about the timing of the request
for treatment. In some families the girls had been overweight for
awhile. Perhaps as the girl reached adolescence and the family was
faced with the prospect of change, the weight became a focus.
If, as was hypothesized, the focus on her weight served to
lessen tensions elsewhere in the family, the girl learned of the
power of her symptom to help the family. (Selvini, 1974) The more
that attention was focused on her weight and away from other problems,
the more she was able to be helpful, and at some point the
problem
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became a functional part of the system. Therefore in families where
weight gain might be ignored the difficulty would not develop into a
symptom. In families where weight gain served a function and became
a focus "The family feedback to the child's symptoms becomes an
autonomous process that maintains the symptom." (Minuchin et al
, 1975,
p. 1036)
In many ways professionals also get caught in the same trap.
The treatment for obesity is based on attention to diets, focus on
food and eating, and in general a "more of the same wrong solution."
(Watzlawick et al
, 1974, p. 31) The more attention that is focused
on the problem, the more important it becomes. Furthermore, the
professional has the power to make the symptom "official". This
focuses the attention of the family more intensely on the problem
and demands that they try to do something to solve it, all of which
was part of the problem. If the child than fails on a diet managed
by a professional her motivation and commitment comes into question.
She begins to develop an identify as a stubbornly obese patient, her
problem becomes defined as chronic obesity, and she continues to
experience failure. The family becomes more rigidly organized around
and by the symptom. Future attempts at weight loss become less and
less likely to succeed. It is a dilemma for the professional who
wants to help the child, but perhaps professional treatment for the
obesity itself is a wrong solution at this time. An interesting
piece of evidence supporting this point of view is Bruch's findings
in her follow-up study of the obese children she studied in the 1940's.
She found that the best long-term outcome was found among the children
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who had the least amount of medical or dietary treatment for their
weight. (Bruch, 1958)
Similarly, there is a danger that extensive individual psycho-
therapy can also intensify and stabilize the problem. As Minuchin has
suggested about anorexia
It is possible that the concentration on affect, fantasy and
cognition around food maintains food as a major issue in
interpersonal and intrapersonal transactions. The patient
may begin to find herself related to only in terms of being
an anorectic. . . . Much of the poor outcome rate and the
intransigence of the anorexia syndrome reported by psycho-
dynamic therapists may actually be the unfortunate result
of a treatment procedure that reinforces symptom maintenance
instead of promoting change. (Minuchin et al
. , 1970, p. 88)
Furthermore the girl continues to serve as a focus of concern
in the family and as the identified patient. Now, however, the family
has more than her weight to be concerned about; they can consider her
as having an "emotional" problem by virtue of her being in therapy.
Thus, with enough focus on the symptom, the girl begins to
develop an identity as a problem person, someone with a stubborn
weight problem, and she begins the familiar cycle of weight gain and
loss. She becomes preoccupied with her weight and diet, and in
effect, begins her training as a lifelong "professionally" obese per-
son. In many ways, this is a situation in which "the 'solution'
greatly contributes to the problem--and in fact, it eventually becomes
the greater of two evils. . . ." (Watzlawick, Weakland, and Fisch,
1974, p. 32)
It is also interesting to note the paradoxical nature of
treatment programs for obesity, whether professional or commercial.
Most treatment programs encourage the patient to become even
more
295
preoccupied with food and eating; there is much talking about food,
both what should and should not be eaten, thinking about food, plan-
ning food, all of which is very stimulating for someone who is trying
to avoid eating. ^ Rather than solving the problem, such an approach
would seem to maintain a constant level of stimulation and preoccupa-
tion with food. The patient finds herself in a paradoxical situation
in which the context is defined as one in which she will diet, but
the message is constantly about food and eating. She is reminded
constantly of things she is supposed to avoid. In order to lose
weight she must become focused and obsessed with food, a solution
which contributes to the maintenance of the problem.
In summary, it is possible that the origins of chronicity in
obesity are in the mishandling of the original difficulty. As Dell
has stated about schizophrenia, "increased concern with managing
deviance begets deviance." (Dell, 1980, p. 331) It seems as if the
response to the weight may be as much, if not more, of the problem
than the weight itself.
It became clear in this study, that the "problem" was not the
weight but the organization of the system in terms of the weight, its
function as an integral part of the system, and the development of a
symptomatic life style.
Implications for clinical practice . One of the major contributions of
this study is the understanding that obesity as a symptom plays a
major
and integral role in the family's organization. Treating
obesity as
^ Overeater's Anonymous is so adamant about this issue
that they
forbid the mention of food at meetings.
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if it and the individual are separate from the context, seriously
underestimates the power of the system of which it is a part.
Furthermore, it became clear that the "problem" of obesity was not
necessarily the obesity itself, but the dysfunctional family organi-
zation which included it as a means of maintaining stability.
Vast clinical and research experience in obesity has shown
that there is an exceptionally high rate of recidivism and it is the
contention of this study that the rate of recidivism reflects the con-
tinued attempt to treat obesity as a symptom, individually and out of
its context. In this view relapse and recidivism are seen as
responses to the rules of the system. Since the obesity serves a
protective function within the system, and is in turn maintained by
the transactional patterns of the system, it is clear that treatment
should be directed towards the system.
The major suggestion for clinical practice, therefore, is the
use of family therapy in the treatment of obesity. Family therapy
is directed towards the context of the symptom rather than the
symptom itself. It attempts to change the dysfunctional organization
of the family which maintains the symptom. The family therapist might
choose to accept the family's definition of the problem as the child's
obesity in order to work with the family in restructuring the organ-
ization, or s/he might challenge the family's definition and redefine
the problem as a family problem. In either case it is the organization
of the family that is the focus of the therapeutic intervention.
Since structural family therapy has shown a high level of
effectiveness with psychosomatic illness, and since, according to
this
study, obesity meets the criteria for psychosomatic family
symptoms.
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it is suggested that structural family therapy would be a highly
effective and appropriate treatment. The design for therapy, the
goals and plans for intervention
,
are impl icit in the structural
assessment of each family. An assessment which describes enmeshment,
overprotectiveness, rigidity, conflict avoidance, and involvement of
the child in parental conflict directs the therapist to challenge and
restructure those patterns. For specific techniques the reader is
directed to Psychosomatic Families {Minuchin et al
, 1978) and Family
Therapy Techniques (Minuchin and Fishman,' 1981).
An alternative to working structurally with families with
obese children would be the use of strategic family therapy as
developed by Haley and Madanes. As in structural family therapy,
there is a focus on restructuring the organization of the family, but
strategic family therapy also is concerned with "hierarchical incon-
gruities . . . the metaphor expressed by a symptom and by the family's
interaction and . . . the specificity of a symptom." (Madanes, 1981,
p. 27) To that end, the therapeutic techniques also include paradox
and an attention to the symptom as metaphor. Therapy is aimed at
equalizing power between the spouses, empowering parents in solving
the problems of their children, and changing the symptomatic metaphor.
(Madanes, 1981) Again, for specific information on therapeutic
technique, the reader is referred to Strategic Family Therapy (Madanes,
1981)
In both approaches , al though there are guidelines, there is no
therapeutic formula for working with these families. There may be a
configuration of characteristics and use of metaphor common to families
298
with obesity, yet each family presents its own unique experience,
style, and organization, and the clinician must design his/her
therapy accordingly.
An important question must be raised here about the wisdom of
dietary treatment. It has been suggested earlier in the paper that
treatment for obesity can at times be instrumental in transforming
overweight into a chronic problem. It does seem from experience and
the suggestions of this study, that treating the child individually
for obesity, professionally or through commercial programs, can serve
to solidify the child's identification as an obese person and a
patient. Certainly the outcome results do not seem to warrant the
risks. It is therefore suggested here that attention to the weight
and the prescription of a diet would be most effective and least
likely to create problems if it was undertaken as part of a family
therapy plan or after completion of family therapy if still necessary.
Research concerns; suggestions for future research.
Research concerns . There are a number of difficulties in doing
research on family systems. Family systems are complex, with many
levels of communication and interaction occurring simultaneously. As
yet there is no research methodology which can accurately depict, let
alone measure, the complexity and sophistication of these systems.
As Dell (1980) has stated "the wholism of the pattern precludes the
reduction! sm that has come to be considered almost synonymous with the
experimental method." (p. 328) Human behavior occurs in contexts
which defy quantifiable analysis. Isolating specific patterns can not
only not do justice to the whole, but actually distorts the whole.
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Families, as open systems, are constantly growing and changing in
unpredictable ways and defy classification in linear, stationary
terms.
In addition to the difficulties in conducting linear research
on systems, there is also a serious difficulty in writing about
observations of systems. It is almost impossible in using the English
language to capture the complementary, simultaneous, and mutually-
influencing quality of human interaction. Our language is linear
and causal, implying beginning and ending and responsibility, while
systems are circular. It is difficult to describe interactions be-
tween people without punctuating the sequence, inadvertantly, because
of the language we use to describe it. We are, as Selvini-Palazolli
states "Imprisoned by the absolute incompatibility between the two
systems in which tjie human being lives: the living system, dynamic
and circular, and the symbolic system (language) descriptive, static,
and linear." (Selvini-Palazolli et al
.
,
1978, p. 52) Therefore it is
not only the actual design of research on systems that is difficult,
but also the ways in which we struggle to analyze and explain what we
see.
Suggestions for future research . It became clear during the
course of the interviews that in many cases significant members of the
system were not included in the interview. Extended family and
professionals who had a crucial part in the organization of the
system were missing, and therefore a complete picture of the system
and the function of the symptom was not possible. This raised a very
important question in doing research on families: how does one identi-
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fy the membership of the system and define the boundaries around it
in terms of seeing "the whole system"? Does it include the therapist
who is seeing an individual member, and thereby intervening into and
becoming part of the system herself? The physician who warned the
parents that the child will be obese? The girl
' s best friend who
threatens to stop being her friend if she loses weight? The extended
family members and ex-spouses? It would seem that for pragmatic
purposes, family research will continue to limit itself to looking
at the nuclear, or even extended family, but this research suggests,
as does other research and clinical experience, that even that focus
is too narrow. This study suggests the need to re-examine the de-
finition and boundaries of the meaningful system. Studies need to
be done on the importance of professionals, peers, public institutions,
and others who become part of the system through their involvement
with one or more members.
It was suggested in this study that extended family can play
a central role in the maintenance of the symptom. It is suggested
that future research include extended family, not only to get more
comprehensive information about family structure, but also to explore
intergenerational themes related to the obesity.
This was an exploratory study and the sample was small.
Therefore it is suggested that the study be replicated and the
hypotheses tested with a larger sample.
A study investigating the similarities and differences between
the findings in this study and families with a different age or
sex
child is suggested to test the applicability of these findings to
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obese children and their families in general. It could be that
families with children at different stages of individual and family
development will show differences in structure.
A clinical study comparing families who receive dietary or
medical treatment only (at a v/eight loss clinic, for instance) with
families who receive both treatment and family therapy, and with
families who only receive family therapy could be conducted to
evaluate the effectiveness of family intervention.
An elaborate study which would compare families of obese
children in which there were two obese parents, those in which there
is one obese parent, and those in which neither parent was obese,
might indicate differences in severity and chronicity of the obesity,
as well as differences in family structure. The literature suggests
that there are a number of different "obesities." Perhaps some of
the differences could be related to differences in family organization.
It was suggested in this study that weight gain and loss or
the "yo-yo cycle", served as a regulator of the family system. A
longitudinal study monitoring the cycle of weight fluctuations and
the relationship to events and stresses in the family system might
provide data about this phenomenon.
Similarly, a long-term study of dieters and their families
might provide data about the point at which weight-loss triggers the
error-activated mechanism that responds to "too much change" in the
system. This would be of special clinical value in working with
these families in being able to predict to some extent the critical
points in the diet, and to intervene accordingly.
Because the problem of parental obesity and marital conflict
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was so striking in this study it is suggested that a study be con-
ducted focusing on obesity as a symptom within a marriage. It would
also be of interest to study the process by which the marital
struggle over obesity becomes a child problem. Although it is not
clear how such a study would be designed, it would be valuable to
learn how and at what point the marital struggle shifts to a more
distant level, and involves the child.
There was a large percentage of reconstituted families in
this study. All of them showed a similar pattern of conflict avoid-
ance and difficulties in forming an executive subsystem which in-
cluded the new parent. This study suggests that these areas are
particularly sensitive and difficult for reconstituted families.
Further research is suggested in the area of conflict management in
reconstituted families, as well as the reorganization of family
structure necessary to accomodate new members and subsystems.
It continues to be unclear what differences lead to the
weight loss in the one family that was successful. It seems that the
most significant difference might have been their flexibility in
adapting to new information and their ability to change. This raises
questions about flexibility and rigidity, and suggests that they
are key in the family structure, perhaps even indicators for success
in treatment. Minuchin (1978) reports great difficulty in operation-
alizing and assessing the qualities of flexibility and rigidity.
This study suggests the need for further research in this area, both
in terms of developing a more reliable way of assessing these quali-
ties and in studying them as part of family structure.
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Through the use of a family systems framework, this study has
contributed a new understanding of obesity as a symptom within the
family context. It has identified specific patterns of interaction in
families with obese daughters. It has suggested ways in which the
symptom of obesity both maintains the stability of the family system,
and is in turn maintained by the family patterns of interactions. It
has provided suggestions for understanding the extremely high rate of
recidivism among the obese and the development of obesity as a
chronic problem. It has provided suggestions for new forms of
treatment through family therapy and suggestions for future research
in the areas of obesity and family systems.
The purpose of this study was to investigate the family
system of obese girls and to identify specific patterns of interaction
and structure. A more overarching goal of this study was to add to
the traditional view of obesity in the medical and psychological
communities. As the goal of family therapy is "to facilitate the
appearance of alternative modalities of transacting" (Minuchin, 1978,
p. 93), so too the goal of this study was to provide alternative
modalities in conceptualizing, and therefore treating, obesity. This
study challenges the traditional ways of thinking about obesity as an
individual symptom, as occuring within the individual as a physiologi-
cal, behavioral, or intrapsychic phenomenon. It is suggested that the
individual linear perspective has handicapped researchers and clinic-
ians by not allowing the whole problem to come into view. With the
application of a family systems perspective obesity can be seen as a
problem of interactions between people. It is hoped that this intro-
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duction of new information into the system will expand the limits,
invite more research and produce more effective treatment.
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appendix a
Structural Assessment
Subsystem Boundaries
Marital Subsystem:
Parental Subsystem:
Sibling Subsystem:
Extended Family:
Interpersonal /Individual Boundaries
Diffuse . . . rigid (mind-reading, reactivity, intrusiveness,
speaking for each other, overprotection, global speaking, etc.)
Boundaries between Family and the Larger Context
Involvement with professionals, institutions, community, peers,
researcher
Rigidity/Flexibi 1 ity : Response to the diet
Family Developmental Stage
Life Content: Sources of Stress/Support
Hypotheses about Family Interactional Patterns which Support and
Maintain the Problem :
Hypotheses About the Ways in Which the Symptom Serves to Maintain
the System Homeostasis :
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APPENDIX B
OBESITY STANDARDS IN CAUCASIAN AMERICANS
Age
(Years
)
Minimum Triceps Skinfold
Thickness Indicating Obesity
(Millimeters)
Males Females
5 12 14
6 12 15
7 13 16
8 14 17
9 15 18
10 16 20
11 17 21
12 18 22
13 18 23
14 17 23
15 16 24
16 15 25
17 14 26
18 15 27
19 15 27
20 16 28
21 17 28
22 18 28
23 18 28
24 19 28
25 20 29
26 20 29
27 21 29
28 22 29
29 22 29
30-50 23 30
From: Seltzer
,
C.C. and J. Mayer,
"A Simple Criterion of Obesity," Post-
grad. Med., 38, 2 (1965). A-101.
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APPENDIX C
HEIGHT/WEIGHT CHART
NAME
GIRLS PHYSICAL DEVELOPMENT
ttfntuett wDi parmiaa $1 laa
To determine % Ideal Body Weight (IBW) divide: actual present
weight by IBW = % IBW. Ex. 60 t 48 = 125% IBW.
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APPENDIX D
Informed Consent
Participant's Name Date
Project Title A Family Systems Approach to Adolescent Obesity
Protocol No. 80-04-024
DESCRIPTION AND EXPLANATION OF PROCEDURE : We would like to learn more
about the ways in which families respond to obesity in adolescent
daughters, and the ways in which they have tried to solve the problem.
We hope to learn more about obesity in adolescent girls by conducting
a series of interviews involving the overweight teenager and her family.
We would like the family to have four one-hour interviews with Jill
harkaway, a doctoral candidate in Counseling Psychology at the
University of Massachusetts. The first two interviews will be held
at a mutually agreeable time in the next two weeks. The third inter-
view will be in six weeks, and the final interview in four months.
In the first two interviews, Ms. Harkaway will ask you and your
daughter questions about how your daughter's weight problem began,
how people in your family react to her weight, and how your family
has tried to help her lose weight. In the third and fourth interviews,
you will be asked how her weight is changing and the factors respon-
sible for her weight loss.
RISKS AND DISCOMFORTS : Every effort will be made to respect your
privacy. If at any point you are uncomfortable with a question you
may freely refuse to answer.
POTENTIAL BENEFITS: We hope that understanding how families handle
this problem will not only help our treatment of other overweight
teenagers, but may be of possible benefit to your daughter. These
sessions may clarify how your family interacts and may be helpful to
you, although the purpose is mainly for the gathering of information.
I have fully explained to the nature and
parti cipant/parent
purpose of the above-described procedure and the risks involved in its
performance. I have answered and will answer all questions to the
best of my ability. I will inform the participant of any changes
in
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the procedure or the risks and benefits if any should occur during or
after the course of study.
Doctor's signature
CONSENT : I have been satisfactorily informed of the above-described
procedure with its possible risks and benefits. I give permission for
my/my daughter's participation in this study. I know that Dr. Dietz
or his associates will be available to answer any questions I may have.
If I feel my questions have not been adequately answered, I may
request to speak to a member of the Hospital Consent Committee by
calling extension 3584. I understand that I am free to withdraw this
consent and discontinue participation in this project at any time,
even after signing this form, and it will not affect my/my daughter's
care. I have been offered a copy of this form.
Signature of Parent
Witness to signatures Daughter's signature


